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Part I
Conference 
Overview

Introduction

O n September 14–15, 1997, the Health Resources
and Services Administration (HRSA) hosted the
National Conference on Community Systems-

Building and Services Integration in Rockville,
Maryland.

The four bureaus of HRSA—the Maternal and Child
Health Bureau (which took the lead), the Bureau of
Primary Care, the HIV/AIDS Bureau, and the Bureau of
Health Professions—united to convene the conference to
showcase communities that are engaged in planning,
implementing, and sustaining integrated service systems.

Communities are telling the many public- and pri-
vate-sector agencies that fund community programs that
the time has come to coordinate the numerous but iso-
lated funding streams that exist for health, education,
early intervention, mental health, and social services
programs. Funders have heard that message, and this
conference served as evidence of a sincere commitment
to coordinate efforts in support of community systems
development. 

Cosponsors of the meeting, in addition to the four
HRSA bureaus, included the Administration on
Children, Youth and Families, U.S. Department of
Health and Human Services, and the Office of Juvenile
Justice and Delinquency Prevention, U.S. Department of
Justice, as well as 18 private-sector agencies and organi-
zations (Figure 1). The conference proceedings were pro-
duced with the support of a grant from the W.K. Kellogg
Foundation.

The conference steering committee unanimously
agreed on Many Streams Make a River as the conference
theme and title. The image of many small streams com-
ing together to form a mighty river vividly conveys the
potential power of the movement toward community
systems-building and services integration.

1
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Background
Historically, communities have developed

strategies to address their needs and identify
their assets. Examples include the develop-
ment of the public school system, the emer-
gency medical services and other public safety
systems, and the health care delivery system.
Over the past 50 years, however, the health
care system in the United States has evolved
into a maze of weakly connected services that
frequently duplicate one another.

Agencies and institutions that promote,
protect, and support the health, growth, and
development of America’s children, youth,
and families have historically targeted the
needs of individual children and families.
However, the kinds of support that children
and families need are often broad in scope
and complex in their impact on health and
well-being. Existing categorical programs,
while vital, have not allowed for the integra-
tion of service delivery.

Recently, public policymakers have
acknowledged the limitations of categorical
approaches to addressing the needs of fami-
lies. Policymakers now are supporting the
development of programs that are more com-
prehensive and coordinated at the federal,

state, and local levels. One result of the evolu-
tion of integrated systems has been the devel-
opment of public-private partnerships at the
community level in such fields as health, edu-
cation, mental health, social services, and
early intervention.

As the locus of government responsibility
continues to shift from the federal level to
the state and local levels, it is imperative that
communities continue their proactive role in
planning, implementing, and sustaining inte-
grated health, education, and social service
systems that benefit the entire community.
The National Conference on Community
Systems-Building and Services Integration was
a federal effort to nurture this process by fos-
tering networking among people involved in
cross-disciplinary systems-building and serv-
ices integration activities throughout the
country.

Purpose and Objectives
The purpose of the conference was to bring

together people who are working to develop
integrated systems of health, education, early
intervention, mental health, and social servic-
es in various communities. The conference

American Academy of Pediatrics
Association of Maternal and
Child Health Programs

Center for the Improvement of
Child Caring

City MatCH
Coalition for Healthier Cities and
Communities

The DELTA Project
Family Voices
Grantmakers in Health
Healthy Futures

Institute for Educational
Leadership

Michigan Public Health Institute
National Center for Education in
Maternal and Child Health

National Council of Community
Hospitals

National Healthy Mothers,
Healthy Babies Coalition

National Parent Network on
Disabilities

The Robert Wood Johnson
Foundation

Together We Can
U.S. Department of Health and
Human Services, Administration
on Children, Youth and
Families, Child Care Bureau

U.S. Department of Justice,
Office of Juvenile Justice and
Delinquency Prevention

W.K. Kellogg Foundation
Washington Business Group on
Health

Figure 1
National Conference on Community Systems-Building and 

Services Integration Cosponsors
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provided a forum for participants to collabo-
rate, plan strategically, share lessons learned,
and establish mechanisms to facilitate ongo-
ing communication and networking. Confer-
ence participants represented programs
supported by both the private and public 
sectors, including federal, state, and local 
governments.

The conference objectives were to
• encourage the efforts of communities 

that are already engaged in local systems-
building and services integration,

• facilitate ongoing networking and collabo-
ration among communities and across 
disciplines,

• provide information about training, tech-
nical assistance, and funding resources
that may be used to support community
systems-building and services integration,
and

• encourage other governmental, public, and
private partners with similar goals to
expand their support for community infra-
structure-building and services integration.

The following definition of “system” pro-
vided a framework for the conference:

A system can be defined as a set of parts
coordinated to accomplish a set of goals. In
essence, a system is a set or group of inter-
connected, interdependent components
that form a complex whole. Systems
involve three essential elements: (1) pur-
pose or goals, (2) components—structures
and processes, and (3) components that
must communicate to be coordinated. The
central thread of any system is information
and the flow of information between vari-
ous links of the communication network
that supports the operation of the system.
(Grason HA, Guyer B, eds. 1995. Assessing
and Developing Primary Care for Children:
Reforms in Health Systems. Arlington, VA:
National Center for Education in Maternal
and Child Health.) 
Underlying systems-building and services

integration efforts are several principles:

Each local community, including informal
leaders and families that need and use servic-
es, should identify its own needs and assets
and have direct access to technical assistance
that empowers the community to develop its
own capacities.
• Individuals who work on organizational

development and systems reform at all lev-
els should build a common vision for sys-
tems reform.

• Technical assistance should be tailored to
the collaboratively defined needs of local
agencies, organizations, and institutions.

• Technical assistance among peers should be
used whenever possible.

• Technical assistance must involve more
than training individuals, families,
providers, and other stakeholders to think
and behave differently. It should also facili-
tate organizational change across the pub-
lic and private sectors and support new
ways of thinking and behaving.
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• Technical assistance should flow horizon-
tally among all participants in systems
reform, as opposed to being a hierarchical
movement. Everyone involved in systems
reform has areas of expertise to share as
well as technical assistance needs that must
be addressed.

• Family and professional partnerships at all
levels of advocacy, policy formation, serv-
ice delivery, and evaluation should be
included in systems development activities.
This approach will ensure that the systems
developed and the services provided are
effective and responsive to families and
providers alike.

Agenda
The conference consisted of plenary ses-

sions, networking sessions, and workshops.

Opening Plenary Session 
Phyllis E. Stubbs-Wynn, M.D., M.P.H.,

Chief, Infant and Child Health Branch,
Maternal and Child Health Bureau, HRSA,
welcomed the conference participants. She
described the conference as an effort to bring
together communities that are actively work-
ing to end the fragmentation resulting from
many years of categorical programs with
diverse and unmeasurable funding streams.
She praised the commitment of public and
private health services organizations across
the country to developing integrated service
systems.

Dr. Stubbs-Wynn highlighted the collabo-
ration of all four HRSA bureaus in planning
the conference. She recognized the steering
committee, which included members from
the four bureaus as well as their public and
private partners. She also recognized represen-
tatives of the cosponsoring organizations and
the conference coordinator, the National
Center for Education in Maternal and Child
Health.

The time has come to stop developing pro-
grams separated by funding streams, Dr.

Stubbs-Wynn said. She emphasized the 
opportunity that the conference offered for
networking among communities that are
striving to develop integrated service systems,
with support from federal and state agencies,
foundations, and private-sector 
organizations.

Although conference participants might
differ in their funding, focus, and objectives,
Dr. Stubbs-Wynn said, they share the need to
network across programs, funding streams,
and communities to use limited resources
more effectively and to strengthen efforts to
build strong, community-based integrated
service systems.

Audrey Nora, M.D., M.P.H., Assistant
Surgeon General and Associate Administrator,
HRSA, welcomed conference participants and
noted two special aspects of this conference.
First, all four bureaus of HRSA (the Maternal
and Child Health Bureau, the Bureau of
Primary Health Care, the HIV/AIDS Bureau,
and the Bureau of Health Professions) worked
together to organize it. Second, 21 private-sec-
tor organizations from across the country
cosponsored the effort to showcase communi-
ties that are planning, implementing, and sus-
taining integrated service systems.

The aim of the conference was to lay the
groundwork for continued network-building
in the future, Dr. Nora said. Close cooperation
among federal and state government agencies,
community and nonprofit organizations, and
the business community is essential to
improve the health of America’s children, 
she said.  

Historically, Dr. Nora said, communities
have developed strategies to address their
individual needs. That approach has led to a
system of weakly connected services that
duplicate one another. Today, public policy-
makers support the development of programs
that are more closely coordinated at the feder-
al, state, and local levels.

Dr. Nora discussed the four components of
the federal government’s Children’s Health
Initiative, for which HRSA is a lead agency,

M A N Y S T R E A M S
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along with the Health Care Financing
Administration:
• expansion of health insurance coverage for

children
• outreach to Medicaid-eligible children
• identification of a health home for all 

children
• focus on communities as providers of pop-

ulation-based public health initiatives such
as immunization and injury-prevention
programs

Dr. Nora also noted that HRSA manages
several programs that promote the growth
and integration of health care delivery sys-
tems at the community level, including the 
following:
• Models That Work
• Community Integrated Service Systems
• Health Systems Development in Child Care
• Ryan White, Titles I, II, III, and IV
• State Systems Development Initiative
• Healthy Start, Healthy Tomorrows
• Integrated Service Network
• State Primary Care Associations

Dr. Nora emphasized the need for commu-
nities to maintain their proactive roles in
planning and implementing systems of inte-
grated health, education, and services that
benefit the entire community. She said that
HRSA regarded this conference as a starting
point for the expansion of systems-building
and services integration efforts across the
country. 

John P. Kretzmann, Ph.D., Co-Director,
Asset-Based Community Development
Institute, Northwestern University, was the
opening keynote speaker. Dr. Kretzmann, who
has worked for many years on issues related
to the fostering of healthy communities, said
that perceptions of communities are frequent-
ly shaped by a systemic approach that has
defined them in terms of their needs and 
deficiencies. 

Dr. Kretzmann urged the adoption of a
new paradigm focused instead on developing

the strengths and capabilities that exist within
communities. Central to this new paradigm is
the use of capacity inventories rather than
needs assessments. Dr. Kretzmann shared sev-
eral anecdotes to illustrate his belief that the
power and capacity for change reside within
communities and that the success of commu-
nity partnerships is bringing about modifica-
tions in the approach that governmental and
nongovernmental agencies and organizations
take to community development initiatives.

Dr. Kretzmann’s address was followed by a
reaction panel and a discussion session in
which conference participants spoke of the
challenges involved in implementing such a
paradigm shift and described system-building
efforts in their communities that echoed the
themes Dr. Kretzmann had identified.

Networking Session I:
Implementation of the Children’s
Health Insurance Program 

Facilitators of the conference networking
sessions were Martin J. Blank, Director of
Community Collaboration, Institute for
Educational Leadership, and Mary Skelton
Roberts, Senior Associate, Program for
Community Problem Solving.

Participants met in small regional groups to
identify and discuss systems issues that are
important to the successful implementation of
the new federal Children’s Health Insurance
Program. By focusing on this initiative, the
groups were able to identify many of the prin-
ciples critical to the success of any systems-
building effort. These principles included
• partnering with families in planning,

implementation, and oversight;
• remaining flexible so as to respond to new

issues and a changing environment;
• focusing on reducing complexity in the

development and implementation of initia-
tives and implementation strategies;

• stressing community-based solutions;
• recognizing the importance and the

dimensions of collaboration; and
• establishing accountability mechanisms.

M A K E A  R I V E R
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Concurrent Sessions I, II, III:
Showcase of Innovative Programs
and Technical Assistance
Workshops

During the conference, representatives
from a variety of well-developed models of
community systems-building and services
integration (programs supported by HRSA or
conference cosponsors) conducted workshops
to share their implementation and sustain-
ability strategies and to engage attendees in
discussion of these strategies and others that
have been used, successfully or unsuccessful-
ly, in their communities. In addition, several
organizations facilitated technical assistance
workshops aimed at enhancing community
workers’ skills in critical areas of systems-
building. Summaries of the workshop 
presentations appear in Part II of the 
proceedings.

Luncheon Remarks 
C. Earl Fox, M.D., M.P.H., Acting

Administrator, HRSA, stated that community
systems-building and services integration are
key issues for HRSA as it endeavors to increase
access to health care for the underserved in
communities around the country. HRSA
believes that communities know their own
needs best; the agency’s challenge is to inte-
grate services so that people can readily access
them. HRSA has worked to reengineer its
processes, and it wants feedback from the
communities regarding these efforts, Dr. Fox
said.

Dr. Fox noted that, as a result of legislation
recently passed by Congress (Title XXI), the
Department of Health and Human Services
has embarked on a $24 billion initiative to
expand health insurance coverage for chil-
dren. In fiscal year 1998, $4 billion would be
available to aid the many children who are
currently in “medical limbo,” often because
their parents earn too much to qualify for
Medicaid but not enough to purchase private
insurance.

HRSA is networking with other agencies
and public and professional organizations to
link expanded insurance with access to health
care for children. Other components of this
effort include
• outreach to help communities find eligible

children
• the designation of a “medical home” for

every child to ensure comprehensive, coor-
dinated care

• attention to those population-based issues
for children that might go unattended if
only the insurance component is addressed
(for example, the special needs of children
in foster care)

To identify best practices, Dr. Fox requested
conference participants’ help in documenting
their own efforts. HRSA needs first to deter-
mine and then to implement the best strate-
gies to leverage resources to build even better
integrated systems of care in the United
States, he said.  Strategies need to be backed
by data that demonstrate not only what is
being done but also what works (evidence-
based care). 

More effective partnerships need to be
established among federal, state, and local
governments and the private sector, Dr. Fox
said.  Funding streams must become more eas-
ily blended, nationwide infra-structure-build-
ing must be improved, and children must be
able to grow up healthy in the comfort and
stability of a healthy home.

Dr. Fox told conference participants that
they need to “strike while the iron is hot” to
reduce fragmentation and improve services.
“Right now, with opportunities like the chil-
dren’s insurance initiative, we think the iron
is not only hot, it’s blazing.” 

HRSA needs to draw on the best thinking
of every conference participant to determine
the best resources, training, and technical
assistance that are needed to make progress in
the development and implementation of inte-
grated service systems, he said. In addition,
conference participants need to capture the

M A N Y S T R E A M S
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attention of other organizations involved in
providing social services for children and to
make those groups their partners in the efforts
being addressed at the 
conference.

Dr. Fox stressed that HRSA wants to help
communities in their grassroots efforts. He
challenged conference participants to set
HRSA’s agenda and to “set the bar high.” He
asked attendees to create action plans to
improve services integration and avoid dupli-
cation. Networking and collaboration will
help communities to sustain the momentum
that has been developed, he said.

Luncheon Speaker
The Honorable Donald M. Fraser, former

mayor of Minneapolis, Minnesota, was the
luncheon keynote speaker. Mr. Fraser recount-
ed how his views on the city government’s
responsibilities for children were transformed
during his 15 years as mayor. Initially an
advocate of targeted interventions for those at
risk, he came to believe in the primary impor-
tance of strengthening the social infrastruc-
ture of neighborhoods and of creating social
capital that would help all children. He urged
conference participants to use their influence
to create positive opportunities for the
healthy development of all children. 

Networking Session II: “What
Have We Learned . . .”

Conference participants met again in small
regional groups to identify and discuss lessons
they have learned while working to build sys-
tems in their communities. Lessons identified
included the following:
• Community involvement is critical and com-

plex. Participants stressed the importance
of inclusiveness, open communication,
community ownership, leadership develop-
ment, and flexibility.

• Work on sustainability is required from the
beginning. Participants emphasized the
importance of linking or relating new 
initiatives to current ones and the useful-
ness of continually creating new relation-
ships that often grow into ongoing
support.

• Data are critical to the success of initiatives.
Participants noted that data are essential
for monitoring and accountability and are
also important in identifying gaps in com-
munities’ systems of services.

• Technical assistance is important and must be
planned in partnership with the community.
Participants stressed the importance of
flexibility and the need for those who 
provide technical assistance to listen to

M A K E A  R I V E R
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and respect the views of community 
residents.

• A positive working relationship with funders is
critical to projects’ success. Funders and
grantees must understand each other’s
needs. Among the needs of grantees that
were identified by conference participants
were funding flexibility and longer-term
investments by funders.

• States must model collaboration. Successful
community-level collaboration is strength-
ened when collaboration also occurs at the
state and federal levels. Fragmented, cate-
gorical community-level initiatives are
often the result of the categorical nature of
state and federal funding and program
requirements.

Networking Session III: “If I
Could Have . . .”

In the final networking session, partici-
pants were asked to identify a “wish list” of
items that could significantly strengthen their
ability to foster systems-building in their com-
munities. Five major areas were identified.

Communications

• Availability of technology that is usable
and useful

• Creation of national Web sites with up-to-
date information and follow-up contacts

• Presence of in-state cross-program Web
sites

Networking

• Conference calls to facilitate networking
across related programs

• In-state or regional conferences to
exchange information and increase the vis-
ibility of systems-building efforts

• A national conference every other year

Skills-building technical assistance

• Use of performance measures
• Resource development
• Advice on how to work with state officials

• Social marketing
• Services integration strategies
• Managed care for local providers and 

performers
• Leadership development for consumers

and other systems partners

Program support

• Funders’ requirement of grantees to partici-
pate in collaboration efforts

• Funders’ financial support of evaluation
efforts

• Funders’ encouragement of city-county 
collaboration

• Availability of block grants to community
coalitions

• Built-in planning and evaluation time in
project time lines

Federal integration

• Policies of individual federal agencies to
promote interagency collaboration

• Policies and program strategies to be for-
mulated by teams with federal, state, and
local community members

Closing Plenary Session
In the closing plenary session, reports

from the networking sessions were shared
with all conference participants. The closing
keynote speaker was the Honorable Sharifa
Wilson, vice mayor of East Palo Alto, CA. Ms.
Wilson shared an inspiring story that
described the power of community collabora-
tion in bringing new life to her city. She
identified several factors that made change
possible: recognition that change was needed,
willingness to be open, shared vision, ability
of each group to identify an interest in the
process, clearly articulated outcomes, and
(last but not least) willingness to build 
relationships with members of the 
community.

M A N Y S T R E A M S



9

Next Steps
A theme running through the entire confer-

ence was the importance of both horizontal
and vertical collaboration at the community,
state, and federal levels. Attendees involved in
community systems-building recognized and
valued the critical role that government agen-
cies and private/voluntary organizations play
in successful systems work in communities.
They also articulated the areas in which they
need guidance and support from those agen-
cies and organizations. Therefore, the next logi-
cal step for the agencies and organizations that
served as sponsors and cosponsors of the con-
ference is to address the following questions:
• How can collaboration among government

agencies and private/voluntary organiza-
tions be continued and strengthened so 
as to contribute to community systems-
building efforts?

• Which of the “If I could have . . .” wish 
list items can these partners implement
together?

• What collaborative strategies can these
groups most effectively pursue? ▲

M A K E A  R I V E R
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Many Streams

Make A River

National Conference on Community 

Systems-Building and Services Integration

Concurrent Sessions I: Showcase of
Innovative Programs

Hale Empowerment and Revitalization
Organization
The Honorable William (Sonny) Ryan 
Richard Rhone, Ed.D.

Community Profile

Hale County is a rural “black belt” county in west-
central Alabama with a population of 15,000. Its major
employers by sector are manufacturing (primarily food
processing), government, farming, and retailing. The
county’s per capita income is $11,783—59 percent of the
national average. 

About 24 percent of county residents receive food
stamps. In 1990, 46 percent of the population did not
have a high-school diploma; fewer than 10 percent had
a college degree. More than 30 percent of children live
in single-parent households and 46 percent live in
poverty. About 18 percent of live births are to unmarried
teenagers, which is above the state average of 12 per-
cent. Rates of low birthweight and infant mortality are
also above the state average.

Community Systems-Building Effort

Interest in applying for federal funding under the
Empowerment Zone/Enterprise Community program led
to the formation of the Hale Empowerment and
Revitalization Organization (HERO) in 1994. Although
HERO was not selected for empowerment zone funding,
its effort was the catalyst for a community partnership-
building process that led to the inception of a variety of
grassroots-initiated programs focusing on economic,
human, and infrastructure development and community
revitalization. 

Part II
Workshop
Summaries
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About 250 people representing community
organizations, county government agencies,
local employers, law enforcement and crimi-
nal justice agencies, the school system, and
local churches participated in the HERO
strategic planning process. The organization,
which is headed by an all-volunteer intera-
gency steering committee, serves as a focal
point for identifying and sharing community
resources and talents, and directing these
toward improving the quality of life in Hale
County. 

Programs and services that have been
developed to date through partnerships with
state agencies, local employers, educational
institutions, and civic organizations include
the following:
• A community-based, nonprofit Family

Resource Center was established with the
aim of strengthening families by providing
them with the skills and resources to help
themselves. The center serves as a “one-
stop-shopping” center for services such as
job training, adult basic education, and
family counseling. 

• Bright Beginnings, an outreach program for
first-time expectant teens and teen moth-
ers, offers home visits, counseling, and
encouragement to obtain prenatal care and
to remain in school. 

• A $1.4 million project to revitalize the
downtown area of Greensboro (the largest
center in Hale County with a population of
about 3,000) is now more than half com-
pleted.

• A partnership involving HERO, the Hale
County Department of Human Resources,
and a large local employer resulted in a
successful program to reduce employee
absenteeism through on-the-job training
and education for new employees.

• A partnership with Auburn University
involved architecture students in designing
and building quality, low-cost homes for
some of the 1,700 Hale County families liv-
ing in substandard housing.

• An effort to identify individuals in the

community to whom others turn for help
resulted in the formation of Natural
Helpers, an all-volunteer group of trained
community leaders.

Results of these initiatives so far include
placement of more than 100 local residents in
jobs, a 30 percent reduction in the number of
welfare recipients, and a 20 percent reduction
in the number of recipients of food stamps. 

A commitment by a wide range of organi-
zations and individuals to work together has
led to the elimination of many turf wars that
had previously been a barrier to change. Some
segments of the community remain outside
the systems-building process. The participa-
tion of both white and black people in HERO
has met some resistance and one agency has
refused to cooperate with HERO, regarding it
as a competitor. Despite these difficulties,
however, much has been achieved. An activist
approach and a willingness to attempt things
that have not been done before are key con-
tributors to the progress that has been made
to date.

National Native American AIDS
Prevention Center
Paul Bouey, Ph.D., M.P.H.

Community Profile

The National Native American AIDS
Prevention Center (NNAAPC) does not serve a
geographically distinct community. Rather, it
serves as many of the nation’s more than
1,500 HIV-positive Native Americans as possi-
ble. The center’s definition of Native
Americans includes Alaska Natives and Native
Hawaiians.

Because the number of HIV-positive Native
Americans is small, funding for services to
this population is scarce. The Indian Health
Service (IHS) ended its pharmaceuticals sup-
port program for Native Americans with AIDS
in 1994 and closed its national AIDS office in
1997. IHS now directs its resources to the
treatment and prevention of diseases that
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affect large numbers of Native Americans,
such as diabetes, substance abuse, and
injuries, and those resources are largely direct-
ed to reservations. 

Although 50 to 60 percent of Native
Americans live in urban areas, only 2 percent
of IHS funds are spent on urban services. As is
the case with other demographic groups, the
AIDS epidemic among Native Americans is
based in cities. However, Native Americans
who become infected with HIV in the city
tend to move home when they get sick. A
pueblo community of 50 Native Americans
can be overwhelmed when just 1 or 2 of its
residents develop AIDS.

The Centers for Disease Control and
Prevention (CDC) predicts that the number of
Native Americans with HIV infection or AIDS
will continue to increase. However, improve-
ments in therapy have resulted in a decline in
the death rate from AIDS in this population. 

Community Systems-Building Effort

In 1991, the NNAAPC undertook to devel-
op a model for overseeing and coordinating
the care of HIV-positive Native Americans at a
site in Oklahoma. The Health Resources and
Services Administration (HRSA) then gave
NNAAPC a grant to duplicate the model at 11
sites. NNAAPC is now in the first year of a fol-
low-up 5-year grant from HRSA and is provid-
ing case management at 8 rather than 11 sites.

NNAAPC runs its headquarters and one
case-management site in Oakland, CA.
Subcontractors run the seven other case-man-
agement sites in Phoenix; Oahu and Maui in
Hawaii; New York City; Oklahoma City/Tulsa;
Minneapolis; Kansas City, KS; and in the
Navajo Nation. 

The center has developed a flexible model
of case management. Both Native Americans
and non–Native Americans serve as case man-
agers; being Native American is not considered
a guarantee of cultural sensitivity. Because of
the cultural importance of trust for Native
Americans, case managers invest a lot of time
in establishing relationships with their clients. 

At intake, the case manager gathers infor-
mation about the individual’s HIV status,
physical and mental health, insurance status,
demographics, and information about the
services being sought. The case manager then
develops a care plan and refers the individual
to the appropriate agencies. The case manager
monitors the individual closely thereafter,
making contact either by phone or in person
three times a month. The case manager also
acts as the client’s advocate, interceding and
smoothing the way when problems arise.

NNAAPC headquarters staff members col-
lect data on the population they serve and
conduct annual satisfaction surveys.
Headquarters also provides staff at all case-
management sites with training in writing
grants and handling budgets. Information
about activities at different sites is shared
through meetings and publications distrib-
uted from headquarters, so that staff members
at case-management sites can learn from each
other’s mistakes and successes.

Some community health care providers feel
that they do not know enough about AIDS to
treat HIV-positive Native Americans. NNAAPC
wants to identify interested providers and
send them to an AIDS education and training
center. The center also wants to collect data
on HIV-positive Native Americans from cities
outside its network, such as San Francisco,
which has the largest number of HIV-positive
Native Americans in the United States.

NNAAPC plans to change its model to be
more sensitive to the needs of HIV-positive
Native American children. In addition, it
hopes to develop a uniform instrument for
data collection.

Hillsborough County Health 
Care Plan
Cretta Johnson

Community Profile

Hillsborough County, located on the west
coast of Florida, includes Tampa and two
smaller municipalities. An estimated 40,000 of
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the county’s 1 million residents have no
health insurance and either have incomes
below the federal poverty level or have nonre-
imbursed medical expenses that reduce their
income to that level. 

Indigent citizens, lacking access to primary
care, were frequent users of Tampa General
Hospital’s emergency department. Before
implementation of the county’s health care
plan, the average hospital stay for this popula-
tion was 10.6 days, compared with the state’s
average inpatient stay of 6 days. Health care
for the uninsured and indigent was costing
the county $600 per person per month. In
general, the county’s health care services for
the indigent were fragmented and poorly
coordinated.

Community Systems-Building Effort

The Hillsborough County Department of
Health and Social Services became interested
in containing the cost of providing medical
care to the indigent when it realized that it
was paying Tampa General Hospital $22 mil-
lion annually to care for them. 

The Board of County Commissioners con-
vened a 15-member health care advisory
board—whose membership included physi-
cians, legislators, financial planners, insurance
experts, and community representatives, but
no government representatives—to propose
ways to make the delivery of health care to
the indigent more cost effective. The details of
the plan were finalized by subsequent task
forces made up of physicians, citizens, mem-
bers of the chamber of commerce, and the
uninsured themselves.

The result, implemented in 1992, is an
award-winning public-private partnership
comprising physicians, hospitals, 12 primary
care clinics, and 60 county agencies, overseen
by the county health department. The target
population is the uninsured and those per-
sons with incomes of up to 100 percent of the
federal poverty level, including the working
poor and those who have “spent down” to
poverty level paying medical bills. 

To date, 28,000 people (70 percent of the
target population) have been enrolled in the
health care plan. Fourteen percent of the
enrollees are children between the ages of 14
and 18, who are too old to qualify for the
state’s Medicaid program.

Every member of the health care plan has a
“medical home” with a primary care physician
in the community. That physician, acting as a
gatekeeper, makes referrals as needed to med-
ical specialists and for other services. The plan
emphasizes prevention, and the savings have
been dramatic. It now costs the county $200
rather than $600 per person per month to pro-
vide health care to the indigent population.
The average hospital stay for a member of this
population at Tampa General is now 5.9 days.  

The plan, which was financed by a half-
cent sales tax, divides the county into four
zones, each with its own network of physi-
cians, clinics, and hospitals. The county pays
each network a capped fee to care for its eligi-
ble indigent population. Physicians then
negotiate their fees within that capped
amount, in a marriage of managed and fee-
for-service care.

Utilization review nurses are on site at par-
ticipating hospitals to conduct concurrent
review and preapproval of expensive proce-
dures such as magnetic resonance imaging. A
formulary was developed by two pharmacists,
who have the sole authority to grant excep-
tions.

Although participating providers bear 100
percent of the liability risk, there have been
no malpractice suits since the plan’s inception
in 1992. Administrative costs are 4 percent
annually, much lower than any other health
maintenance organization. 

The health plan has a fleet of 40 vans to
transport people to their physician appoint-
ments. Social workers assess special needs that
interfere with individuals’ ability to use cost-
effective health care services. Installing a tele-
phone in one person’s apartment made home
intravenous therapy possible and eliminated
the need for 23 days of hospitalization.
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An estimated 25 percent of the target pop-
ulation has some psychopathology. Of those
people, 60 percent could be treated by a pri-
mary care physician. The next step will be to
train primary care physicians in the recogni-
tion and management of mental illnesses that
fall within their area of competence, thereby
further reducing health care costs.

The program has been so successful at
decreasing medical costs that it has produced
a reserve of $140 million. As a result, political
leaders reduced the sales tax to $0.25.

Local INvestment Commission
Tim Decker

Community Profile

The community served by the Local
INvestment Commission (LINC) includes
some of the poorest neighborhoods of Kansas
City, MO, as well as some of its poorer sub-
urbs in adjacent Jackson County. The commu-
nities are marked by schools where children
do not succeed, families with absent fathers,
unsafe neighborhoods, neighbors unacquaint-
ed with each other, few sources of primary or
preventive health care, and neglected public
parks.

Community Systems-Building Effort

LINC, the longest-standing community
governing body in Missouri, was started in
1992 by a Kansas City businessman. Through
his participation in a business roundtable that
advised the state Department of Social
Services on everything from child support
enforcement to child protective services, the
businessman was aware of the problems fac-
ing children and families and decided to do
something to improve the plight of children
in Kansas City. His initial effort to legislate
improvements failed miserably. Then he
adopted a grassroots approach to improving
the lives of children by improving the lives of
families. LINC’s credo is to involve families in
decisions about what improvements are need-
ed and how they should be made.

LINC is governed by 36 commissioners
who are appointed to 3-year terms by the
director of the state Department of Social
Services, who also deputizes them to act as
the department’s agents. The commissioners,
all lay persons, include community activists,
welfare recipients, and neighborhood resi-
dents. They are advised by a professional cabi-
net of 22 members representing government
agencies. Members of the cabinet have no
vote.

LINC has projects underway at 16 sites in
Kansas City and Jackson County. Another 10
projects are planned to start in 1998. Among
the successful projects to date are the 
following:

An effort to save the area’s only two
school-based health clinics from closing. As a
result of LINC’s community-based effort, the
two clinics remained open and eight more
clinics opened at other local schools.

An expansion of school-linked services,
funded by a $24 million authorization that
was made possible by an unusual collabora-
tion among four state departments: health,
mental health, education, and social services.

An approach to welfare reform that pre-
dates the federal mandate. Under dual waivers
granted by the U.S. Department of Health and
Human Services and the U.S. Department of
Agriculture, money from the federal Aid to
Families with Dependent Children (AFDC)
and food-stamp programs was converted into
a wage supplement that was paid to a welfare
recipient in a new job. Such supplements
make it possible for small employers to create
jobs and to pay participants in welfare-to-
work programs at least $6 per hour in addi-
tion to fringe benefits. Through this program,
LINC has moved 1,200 people from welfare to
work; those placed in jobs have kept them for
at least 3 months.

Educare, which provides training in child
development, safety, and health issues for
people who offer child care in their homes.
The home child care centers might not be
licensed and the people who operate them
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might not be declaring their income, but at
least the children are receiving better care. 

LINC’s initial funding came from the
Missouri Department of Social Services, which
funded administrative and support staff. Fund-
ing continues to come from various state pro-
grams, depending on the focus of the project:
child health, education, safety, adult employ-
ment, and so on. Foundations have provided
funds for several new programs; the state
assumes the funding once the program proves
viable. Bipartisan support for LINC ensures that
state funding of the program will continue.

Community members had to be trained in
consensus development, organization, assess-
ment of leadership style, and other skills that
taught them how to develop their own
resources.

Decisions made at the neighborhood level
are not necessarily good decisions.
Participants must learn how to operate credi-
bly—for example, it is not credible to give a
contract to a friend. Issues of race, class, and
geography come up frequently.

Rural Partnership for Children
Kim Engel, M.B.A.
Lori Rosane

Community Profile

The Rural Partnership for Children was
established to serve a rural area in northwest
Nebraska. (Ninety of 93 counties in Nebraska
are considered rural.) The target
population is designated “fron-
tier,” averaging fewer than
six persons per square mile.
Many residents must drive
2 or more hours to reach a
doctor, and mental-health
counseling and related
services are lacking. Twenty
percent of the children under
18 live in households with incomes
below the federal poverty level. Of
205 pediatricians in Nebraska, only 31
are outside Omaha and Lincoln.

Community Systems-Building Effort

The Rural Partnership for Children was
developed originally to serve children with
special health needs in a four-county area.
The goal was to improve the quality of health
care services through increased access to and
coordination of services. The 5-year demon-
stration project was initially funded (October
1990 to September 1995) by the Healthy
Tomorrows Project.

The partnership provides a range of servic-
es, from preventive to long-term care. The
program is customer focused, family centered,
and community based. It uses community
care networks (physicians, nurses, schools,
mental health facilities, and others) to coordi-
nate services for families, with local access
provided through rural hospitals. Local, cross-
trained nurse/case managers handle registra-
tion, scheduling, referrals, and other
arrangements for a variety of family services.
Referrals for behavior-related problems were
much higher than anticipated.

With the participation of pediatricians
from regional health centers, monthly pedi-
atric-consultation service clinics rotate among
the four counties. The nurse/case managers
assemble comprehensive case information for
the consulting physicians before their 1-day
visits. 

The partnership’s scope has expanded to
include coverage for all people in

the area. Primary funding
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since October 1995 has come from Western
Community Health Resources (WCHR), a col-
laboration of three local rural hospitals.

Using the case-manager model, WCHR
focuses on providing education, services, care,
and referrals to optimize mental, physical,
and social well-being for families. Programs
include the Special Supplemental Nutrition
Program for Women, Infants and Children
(WIC), immunizations, family reproductive
health, a commodity supplemental food pro-
gram, and a maternal and child health 
program.

By working as partners, the WCHR hospi-
tals have achieved much stronger coopera-
tion. Their relations with physicians, who at
first did not universally welcome the program,
and with the community as a whole have
improved as the value of the partnership has
become evident.

Each of the four counties has developed a
Family Preservation Group, with representa-
tives drawn from education, health, law
enforcement, domestic violence, elders,
youth, special education, families, community
action, and related focus areas. The Family
Preservation Groups also include representa-
tives from city and county government, coun-
ty extensions, chambers of commerce, media,
Habitat for Humanity, Head Start, and the Red
Cross. In the planning process, the groups
considered their goals for target families in
2000, as well as current risks, needs, and capa-
bilities. The groups informally developed the
Family Nurturing Coalition to facilitate coop-
eration among the four counties.

By responding to different communities’
varying delivery needs (such as on-site servic-
es, after-hours scheduling, and transportation
to distant services), the partnership has
brought health care to people who otherwise
would not drive long distances for the help
they need. Community-based services have
resulted in better education and improved
community relations.

The Nebraska Panhandle Partnership, cov-
ering an 11-county area, is now developing a

similar model. The planners are finding the
task much more difficult because more plan-
ners, more government bureaucracy, and
greater distances are involved than in the
Rural Partnership for Children. The projected
restructuring of services has led to anxiety
about potential personal impacts on funding,
jobs, and decision making. Logistically, travel-
ing between the area’s most distant points
requires a 5-hour drive, and attending a plan-
ning meeting in a central location can involve
a drive of more than 2 hours.

For the Nebraska Panhandle Partnership
and WCHR, however, the program has suc-
ceeded because the planners built on their
existing capabilities to meet a variety of
needs. The keys to their success and to the
program’s sustainability have been planning,
communication, and teamwork.

Growing Into Life Task Force
Karen Papouchado
Barbara Strack

Community Profile

Aiken, SC, is a city of 24,000 in a rural
county. It has assets of “old money” and
enjoyed a high education and income level
during the Cold War as a result of the con-
struction and operation of a plutonium plant.
As the plant’s importance declined, social
problems followed. The infant mortality rate
in 1989 was 12.1 per 1,000, one of the highest
in the nation. Child abuse also was a concern;
13 children suffered violent deaths while
under social service care.

Community Systems-Building Effort

Growing Into Life began in 1989 as an
effort to address Aiken’s alarming infant mor-
tality problem. The task force, which now has
120 members, is a public-private partnership
that involves physicians, community volun-
teers, students, and politicians. Racially, ethni-
cally, and politically diverse, the group’s
membership crosses all income levels and
regards its diversity as central to its success.
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The task force collected baseline data,
talked with women to identify barriers to
accessing prenatal care, and resolved turf
problems between the county health depart-
ment and the for-profit hospital. One of its
most innovative initiatives was to cross-train
police officers as frontline health outreach
workers.

An Infant Mortality Task Force was estab-
lished with a federal grant. The group used
three key evaluation tools.
• A Fetal and Infant Mortality Review Board

reviewed in depth each infant death in the
county. The board’s membership included
obstetricians, pediatricians, nurses, the
coroner, social workers, and a sheriff’s
deputy.

• Over a 1-year period, community volun-
teers surveyed 447 women in the hospitals
where they had just given birth. The sur-
vey collected medical and demographic
data as well as information about mothers’
attitudes toward their pregnancies.

• Sociology students from the University of
South Carolina-Aiken posed as family-plan-
ning clients to evaluate, from the perspec-
tive of low-income patients, the prenatal
care offered to Medicaid patients.

Several actions were taken in response to
the data collected.
• Clinic and hospital nurses worked to estab-

lish the Pregnancy Care Line, a 24-hour
hotline for Medicaid patients staffed by
obstetric nurses from the for-profit hospi-
tal. The planning effort took 18 months to
complete but saved a mother and her new-
born within the first month of the hot-
line’s operation.

• An 800 number was established for rural
residents.

• An identification card was developed to
contain the patient’s medical record, reduc-
ing delays in treatment.

In 4 years, the program reduced infant
mortality by 40 percent to 7.2 per 1,000. Its

goal now is to reduce the rate to 5 per 1,000
births. 

The task force has two part-time employees
and is funded by the South Carolina March of
Dimes. In 1992, it expanded its focus to
include domestic violence and child abuse.
Other programs developed by the task force
include the following:
• Bicycle-mounted community police teams

advise women about the need for prenatal
care. The officers also keep a friendly eye
on new mothers and babies in their
assigned neighborhoods.

• Volunteers visit each new mother and baby
in the hospital. At times, the volunteers
have learned of potential risks to patients
(such as threatening situations in the home
environment) that were not apparent to
medical personnel.

• The program has established free public
access to the Internet as a means of con-
veying current information to low-income
patients. One Internet station is located in
a Laundromat.

• The city of Aiken established a homeown-
ership program to improve housing for
low-income residents.

• The city’s strategic planning process
involved the input of 300 citizens who met
over an 18-month period. Because so many
of the participants were also involved with
Growing Into Life, the issue of health
became a central concern. Gradually, the
city’s strategic plan evolved into a Healthy
Community Plan.

Growing Into Life has achieved award-win-
ning successes in lowering Aiken’s infant mor-
tality rate and increasing patients’ awareness
of the importance of prenatal care. Key quali-
ties required to reach the task force’s goals
have been adaptability, tenacity, and flexibili-
ty. To overcome political and other barriers,
the task force attempts to go over, under,
around, and through obstacles. As far as possi-
ble, it tries to use a side-by-side rather than a
head-to-head approach.
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NOTE: The following workshop was repeated
in Concurrent Session III.

Healthy Families Partnership
Deborah Russell
Teresa Woodard, R.N.
Joseph Zogby, M.S.W.

Community Profile

Hampton, VA, is a city of about 148,000
residents, of whom roughly 55 percent are
white; the rest are African American except
for a small number (1–2 percent) of people of
other ethnic or national origins. There is a
large military population, and the income
level is fairly low.

Community Systems-Building Effort

The Healthy Families Partnership is the city
of Hampton’s response to rising demand for
services at a time of dwindling budgets. In
1991, the helping agencies in the community
were increasingly unable to deal adequately
with the number, complexity, and severity of
issues facing many families.

A group of department heads and directors
from quasi–city agencies and nonprofit organ-
izations had been meeting regularly to explore
the problems they faced. Because most cases
of child abuse and neglect occur during the
first 5 years of life, before at-risk children
come to the attention of school officials, the
group decided to focus its limited resources
on the prevention of these problems. Its 
goal was to ensure that every child born in
Hampton is born healthy and undamaged
and enters school healthy and ready to 
learn.

Every agency or business group that joined
the steering committee was expected to pro-
vide resources. To build support for the pro-
gram, the committee stressed the economic
advantages of preventing problems rather
than dealing with consequences. The steering
committee progressed from conceptualization
to implementation in only 11 months and
launched the program in August 1992.

The partnership includes a Healthy Start
Program, aimed at families identified by hos-
pitals, doctors, and health maintenance
organizations (HMOs) as overburdened and in
need of family support. The program has four
goals:
• assessment of strengths and needs, with

referral for services as needed;
• enhancement of family function;
• promotion of children’s growth and devel-

opment; and
• promotion of positive parent/child rela-

tionships.

The program uses a multidisciplinary
approach, with a registered nurse, a social
worker, and five family support workers on
each team. Parents receive help to expand
their family support systems and develop
problem-solving and advocacy skills, effective
parenting techniques, and home management
skills. The program has realized a reduced rate
of high-risk pregnancy, a decreased delivery
risk, an increased immunization rate, and a
reduced rate of repeat teen pregnancy. Having
observed the help others are receiving, par-
ents are eager to join the program.

The Healthy Community program focuses
on primary prevention activities. From the
prenatal period to a child’s fifth birthday, par-
ents receive a series of newsletters that
address topics such as nurturing self and
child, age development, age-appropriate activ-
ities, developmental milestones, and safety
issues and that also provide references to
related library materials. A new series will
cover issues for the period from kindergarten
through high-school graduation. In addition,
a bulletin geared to the child’s age is pub-
lished every other month. It contains current
community information about, for example,
family activities, immunization checks, and
new vaccines.

Another program, Healthy Teen, aims to
prevent teen pregnancies by making teens
aware of the social, economic, legal, and per-
sonal consequences of premature parenthood.
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The program is school based; a community-
based program serves teens who are not
attending school. A Young Family Center has
been established in every branch of the public
library and a Parenting Resource Center is
being established in two elementary schools.

The partnership offers 70 parenting pro-
grams that use 15 curricula. To encourage
attendance, the programs provide transporta-
tion, if needed, as well as both child care and
dinner. Local restaurants provide meals at no
cost to the participants. Parenting programs
during the prenatal period are conducted in
partnership with a local hospital. Such pro-
grams are also provided for several local busi-
nesses during work hours. Another popular
new effort is the Dynamic Dads Program,
which uses male facilitators.

During the program’s first 4 years, a
Community Integrated Service Systems grant
provided the primary funding. When the
grant ended, the city took over the funding
because the program’s effectiveness and cost-
effectiveness had been well documented.

The partnership has never had an execu-
tive director. Program directors report to the
steering committee. The partnership provides
services without charge to all families and has
received tremendous respect and support from
the community in return.

Concurrent Sessions II:
Technical Assistance
Workshops

Asset-Based Community
Development Institute
Byron White 

The Asset-Based Community Development
Institute (ABCDI) is a consulting organization
that helps communities throughout the coun-
try identify and mobilize their assets as the
first step toward community development.
Headquartered in Chicago, the institute draws
on the talents of 20 to 25 experts (for exam-

ple, university professors, ministers, journal-
ists, directors of nonprofit agencies) in the
asset-based approach who work in a variety of
fields and in different areas of the United
States. ABCDI also produces materials such as
workbooks and videos for communities to use
in their capacity-building efforts. 

ABCDI was established to counter the
needs-based approach of most community
development programs—an approach that
focuses on a community’s deficiencies. The
asset-based approach, by contrast, focuses on
the resources and talents within a community.
The needs-based approach fosters dependence
on an outside entity to identify problems and
provide solutions, whereas the asset-based
approach fosters independence and self-direct-
ed problem solving. 

For example, when school testing revealed
that all but one student at an elementary
school had performed at a level below the
national norm, civic groups from outside the
neighborhood took the traditional needs-
based approach and imposed an educational
reform program on the school. An asset-based
approach would have begun by enlisting the
parent(s) of that one successful student to
lead teachers and parents in a within-school
reform effort.

ABCDI acts as a consultant in such situa-
tions, helping the community to apply the
asset-based approach to its own circum-
stances. It avoids being an outside agent that
instructs a community in how to solve a
problem, but rather guides the community to
find its own solutions from within.

The first step in most needs-based commu-
nity development programs is to use a “needs
assessment” tool to describe the community’s
problems. Thus, a detailed delineation of the
community’s deficiencies is the cornerstone of
the program. A needs assessment does not
serve the community because its people are
already well aware of their problems. ABCDI
advocates instead the use of such tools as the
“asset map,” which records the community’s
resources, individuals’ talents, and local insti-
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tutions and associations that may help in
capacity-building. 

Similarly, ABCDI recommends that com-
munities create a “capacity inventory” to
quantify the gifts that each resident can con-
tribute to the neighborhood’s betterment and
an “associational inventory” to list social
groups in which interpersonal interaction and
information sharing take place. 

Groups may include informal mothers’
groups that meet while supervising children
in a playground, jogging groups whose mem-
bers run the same route at the same time,
and formally organized groups such as
church clubs or neighborhood block organi-
zations. These associations furnish a means
for assembling and coordinating the 
community’s talents and skills, as well as 
for focusing the energy needed to make
changes. 

The following examples illustrate how an
asset-based approach helped with several
community programs:
• One community identified its eight hospi-

tals as an asset and enlisted them to
address the problem of poor communica-
tion between doctors and patients. The
community linked hospital interns with
local high-school students in a program
where students played the roles of patients,
then videotaped and critiqued the interns’
performances as doctors. In this way, the
doctors learned to be more culturally sensi-
tive to the people they served and the pro-
fession of medicine was demystified for the
students.

• Many communities that lack adequate
child care for working mothers and ade-
quate employment for older residents have
solved both problems simultaneously by
encouraging unemployed older adults to
provide child care in their homes.

• A research center that needed help con-
ducting a health survey in one underserved
community enlisted several community
members to develop a better survey tool
and an approach that would put people at

ease so they would provide more informa-
tion. These community members went on
to find full-time work with the research
center, where they were considered experts
at obtaining essential medical information
in difficult circumstances.

Parent Training Program:
Selecting the Best Program and
Staff Training for Your
Community
Kerby Alvy, Ph.D.

Many fields not directly related to parent-
ing support the effective parenting movement
because it is essential to accomplishing their
goals. The movement is supported by those
people involved in 
• crime prevention—because most violent

criminals have a history of abuse by their
parents,

• mental health—because many mental dis-
orders are caused or exacerbated by bad
parenting, 

• pediatrics—because proper nutrition and
injury prevention, which depend on prop-
er parenting, are key to child health, and

• education—because good parenting is criti-
cal to success and achievement in school.

The effective parenting movement, which
began in the 1960s and 1970s, initially target-
ed average parents who had ordinary difficul-
ties in caring for children. Gradually,
proponents realized that these programs were
not helpful to families who did not fit the
“average” mold, such as non-white and non-
middle-class families and families with chil-
dren with special needs. New programs were
developed that were tailored to meet the 
specific needs of these and other groups and
to address each developmental stage of 
childhood.

There are now three types of parenting
programs:
• Parent support programs are run by a facilita-

tor who helps groups of parents with prob-
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lems that the parents bring up for 
discussion.

• Parent education programs are run by
instructors who have a specific curriculum
to impart to parents regarding such issues
as child development, accident prevention,
discipline, and communication. 

• Parent training programs are run by instruc-
tors who teach specific, hands-on skills
using a structured curriculum that is time-
limited and must be presented in a particu-
lar way. 

The United States has at least 50 to 60
excellent parent skill-building programs; the
number alone can make it difficult for com-
munity groups to choose the one that best
suits its needs. To select a suitable parent
training program, a community should con-
duct the following assessments:
• Assess the parents who will be trained. Highly

educated parents respond better to training
techniques that are intellectually challeng-
ing and verbal, whereas parents who have
less education respond better to action-ori-
ented, less verbal techniques. Written
materials should be in the parents’ native

language and geared to the parents’ read-
ing level; in the case of illiterate
parents, such materials should be
pictorial. 

Because different cultural
groups have different expecta-
tions, particularly regarding gen-
der role distinctions, programs
must be sensitive to cultural
issues. Members of ethnic groups

with a history of discrimina-
tion need programs that help
them teach their children to
“reject rejection” and empha-
size pride in their heritage.
Parents with special concerns
(for example, teenage parents,
parents of disabled children,

abusive parents, and sub-
stance-abusing parents) need

programs that address their specific needs. 
• Assess the children who will be affected. Some

programs are geared to certain age groups,
such as babies and toddlers, and would not
be helpful for others, such as adolescents.
Children with special concerns, such as
behavioral disorders, physical disabilities,
or learning problems, need programs that
address their specific needs. 

• Assess the available programs. Content, the
most important variable in parent training
programs, should be chosen to match the
parents’ needs. For example, if preventing
physical abuse is a concern, the program
must cover corporal punishment. If the
parents live in a neighborhood where sub-
stance abuse is pervasive, the program
must address risk factors for substance
abuse.

The length of training also is important.
Longer programs allow for getting across more
information and reinforcing skills, but they
are more difficult for parents to attend. The
two best training methods are the interactive
approach that models appropriate behavior
(for example, by engaging parents in role-
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playing) and video training. Both approaches
make it easier for parents to retain the 
information. 

The program presenter must have an appro-
priate level of education and experience with
both group dynamics and child development.
The availability of technical assistance can be
important if the community needs technical
help to implement the program. Finally, the
program must teach information and tech-
niques that have been shown through research
to produce the desired outcomes. 

Dr. Alvy’s Center for the Improvement of
Child Caring (CICC), based in Studio City,
CA, sponsors parenting seminars and work-
shops throughout the United States. CICC has
trained more than 5,000 instructors in 44
states; these instructors have, in turn, provid-
ed programs for hundreds of thousands of
parents. CICC also publishes a catalog of
dozens of parenting programs, as well as par-
enting books, videos, and other materials for
parents, instructors, and communities.

Coalition for Healthier Cities and
Communities
William Powanda

The Coalition for Healthier Cities and
Communities is a partnership of public- and
private-sector entities that focus attention and
resources on improving health and quality of
life through community development. The
coalition’s goal is to assist in starting up
healthy community initiatives and in main-
taining those that are already under way. 

Communities identify their own health
issues and the coalition helps them to allocate
new resources or reallocate existing resources
to address those issues. Thus, the communi-
ties design and manage their own solutions to
a wide variety of problems that affect health
or quality of life. 

The coalition first met in 1994 in response
to the growing “healthy community” move-
ment; it currently includes approximately 120
participating organizations and individuals.

Last year the coalition was recognized by
General Colin Powell’s organization,
America’s Promise, as a major partner in the
effort to improve the lives of youths in 2,000
American “communities of promise.” The
coalition is working with America’s Promise to 
• identify and fund initiatives that encourage

ongoing relationships between youths and
caring adult mentors, tutors, or coaches; 

• provide access to safe recreational areas
and structured activities; 

• provide a healthy start in life; 
• ensure that youths acquire a marketable

skill through effective education; and 
• furnish opportunities for youths to perform

community service. 

One example of a coalition-supported
healthy community initiative is Healthy
Valley 2000, a project formally launched in
1994 to assist six south-central Connecticut
towns in coping with dramatically fluctuating
demographics and the accompanying shifts in
health and human services needs among their
residents. Healthy Valley 2000 currently coor-
dinates 37 projects in arts and recreation, eco-
nomic development, community
involvement, education, and health. Some
examples include the following:
• A project known as “electronic valley,” in

which volunteers have completely replaced
outmoded information and communica-
tions systems throughout the area. The
work, which included placing personal
computers in several community centers to
enhance public access to information, was
valued at $100,000 but was accomplished
at no cost.

• A playground safety program that succeed-
ed in closing down the most unsafe play
areas and making thousands of dollars
worth of repairs to other playgrounds at
minimal cost. 

• An award-winning hospital program to
ensure the health and well-being of infants
and mothers who must be discharged with-
in 24 hours of childbirth because of health
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insurance requirements. Ninety percent of
these families return to the hospital after
72 hours for a free assessment that detects
and offers immediate treatment for incipi-
ent problems.

• A mammography screening program to
improve the 20 percent rate of use among
Medicare-eligible women living in the 
valley.

The coalition specializes in linking commu-
nities that are just beginning to undertake
such initiatives with the resources they need
to succeed, including relevant case studies of
similar initiatives, educational and training
materials, and opportunities to build alliances
with other communities as well as with local,
state, and national policy-making agencies. 

The DELTA Project
Anne Harrison-Clark 
Hank Swan

The DELTA Project assists communities in
the creation and implementation of long-
range plans for social and economic develop-
ment, primarily by sharing the experiences of
other communities that have successfully
addressed the same issues. The DELTA Project
can only assist communities in which the
public, private, and volunteer/grassroots 
sectors are cooperating to make 
improvements.

With other community development assis-
tance programs, particularly those operated by
government agencies and charitable founda-
tions, support usually is short-lived, the
approach is piecemeal, the agenda is set by
the group that provides the assistance, and
the program’s success is judged by the
providers themselves on the basis of how well
they adhered to their strategic plan rather
than on real-world results. In contrast, with
the DELTA Project
• support is long-term (10–20 years); 
• the approach is comprehensive rather than

piecemeal; 

• the community must initiate, control, and
coordinate its community development
activities and thereby set its own agenda
rather than rely on an outside agency’s
agenda; and 

• success is measured throughout the process
by objective benchmarks determined by
the community, not by an outside entity.

The DELTA Project does not advertise its
services and offers assistance only to commu-
nities that seek its help. Its service has two
components: the DELTA Process and the
Community Works. 

The first step in the DELTA Process is to
help the community develop a shared under-
standing of both its most pressing social prob-
lems and its priorities in solving those
problems. Then the DELTA Project helps the
community develop and implement success-
ful long-term strategies, programs, and part-
nerships to solve its problems. This usually
involves a 10- to 20-year commitment to a
dynamic process during which initiatives,
partnerships, and strategies change over time. 

Community Works is a source of informa-
tion, expertise, and technical assistance that
communities can draw on when they under-
take development programs. It links them
with other communities throughout the
country that have already addressed similar
problems and provides access to the people
who conceived and implemented those 
programs. 

Within the next 18 months, Community
Works will include a collection of Help Desks
in seven specific problem areas, staffed by
experts in those areas. The problem areas are
community development, economic develop-
ment and job opportunity, education and job
readiness, health and human services, hous-
ing and neighborhood development, public
safety, and natural resources and local envi-
ronmental quality.

The DELTA Project is allied with the
National Association for the Southern Poor,
the National Hispanic Education and
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Communications Projects/Education
Leadership Council, and the Center to
Prevent Handgun Violence. 

Harrison Institute for Public Law
John Pomeranz

The Harrison Institute for Public Law, part
of Georgetown University Law Center, works
with community groups and elected officials
on health care and community development
issues. One of the institute’s main areas of
focus is helping to ensure that community
groups are not left “out of the loop” when
managed care overtakes a medical facility or a
health care plan in a locality. 

In such health care conversions, a medical
facility—typically a nonprofit or public or
government-run hospital—transfers most or
all of its assets to a for-profit institution in an
action that may be termed a sale, a merger, a
joint venture, or a lease. To the layman, it
may not appear that the hospital property has
been officially transferred, but in reality the
for-profit institution takes over running the
hospital. Often, this entails major changes in
the types of services the hospital provides, the
fees it charges, and the patients it accepts;
where the public hospital answered to its
patients, the for-profit hospital answers to its
shareholders.

Even though the hospital has been not-for-
profit, it has accrued assets over the years. The
assets should be transferred back to the com-
munity in a way that serves the same charita-
ble purpose that the nonprofit institution
served. To do this, when hospitals convert
from nonprofit to for-profit institutions, they
often set up a fund equal to the amount of
their assets and a charitable foundation to
oversee the fund. 

However, when such conversions occur,
most for-profit organizations do their best to
minimize their assets. Because many commu-
nities and even many state legislatures do not
understand this process, they often are not on
guard to protect the community’s interests

when such a conversion takes place. Only
active community involvement can ensure
that communities are not shortchanged and
that they benefit from these conversions. 

For example, when Blue Cross of
California converted from nonprofit to for-
profit status, it tried to keep any assets from
being set aside in a charitable fund. As public
pressure increased, the organization offered
to put various incremental amounts (a maxi-
mum of $100 million) into a fund. Finally,
state regulators stepped in, identified assets of
$3.2 billion, and forced Blue Cross of
California to set up two foundations to over-
see the distribution of these funds back to the
communities. 

In contrast, when Georgia Blue Cross con-
verted and also refused to create a charitable
fund, the state’s insurance commissioner
agreed that none was necessary. There was no
public pressure on government officials to see
that a fund was set up until the process was
completed and it was too late to do so. The
affected Georgia communities got nothing to
compensate for the loss of their nonprofit 
system.  

Such conversions are occurring all over the
country; the number quadrupled from 1994
to 1996. If the current rate of conversions
continues, it is estimated that 450 to 500 non-
profit hospitals will convert to for-profit sta-
tus. In communities in which no activists
protect their interests and no official watch-
dog oversees the process, compensation is
slight. By contrast, in communities where
activists, legislators, and regulators step in, the
average amount given back to the community
is estimated at $50 million. Therefore, every-
one in the field of community development
should be actively addressing the issue of 
conversion. 

Beyond ensuring that the community
receives its rightful compensation, communi-
ty development groups should take active
roles in the conversion process so they can
have a voice in how the funds are spent. The
switch to for-profit status has far-reaching
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effects on any community. The level of free
care the hospital provides dwindles, expensive
services are discontinued, and many commu-
nity members who have been employed by
the facility lose their jobs as the institution
strives to increase efficiency. 

By securing seats on the charitable founda-
tion’s board, community groups can help
oversee the distribution of funding to make
up for these losses. They also can ensure that
the foundation funds the costs of the
changeover and the technical assistance need-
ed to accomplish the switch so that the com-
munity does not have to absorb these costs.

When community groups are confronted
with this kind of conversion, they should
• use the threat of impending change to rally

support from diverse sources that have an
interest at stake, including patients, doc-
tors, medical associations, hospital workers
unions, and individuals or groups who
might apply for grants from the new chari-
table foundation;

• use the idea of a common enemy to unify
community groups that previously would
not make the effort to cooperate with each
other; 

• empower a state or other official—for
example, the state attorney general, insur-
ance commissioner, director of the health
department, or head of the department of
incorporation—to act as a watchdog in all
such conversions and to mandate the for-
mation of a fund to reimburse the affected
communities;

• demand public access to information con-
cerning the conversion;

• demand public hearings and periods for
public comment on the conversion; and

• ensure that the valuation of the not-for-
profit facility or system (i.e., the determina-
tion of its worth) is accurate—for example,
by stipulating that an independent finan-
cial expert conduct the valuation. 

Health Systems Research, Inc. 
Judith Gallagher
Ian Hill

Health Systems Research, Inc. (HSR), is a
Washington-based firm that works with feder-
al, state, and local health care financing and
delivery programs to provide services such as
health care policy analysis and development,
evaluation research, and technical assistance.
HSR has focused particularly on providing
technical assistance in community services
systems development.

Communities should look for several quali-
ties in a technical assistance (TA) provider.
• Beyond having solid expertise in the rele-

vant field, the TA consultant must be able
to translate that expertise into practical
actions that members of the community
can undertake themselves. A consultant
may be the world’s leading expert on a
given issue but may have no aptitude for
sharing that knowledge with laymen or
teaching them how to apply it. For exam-
ple, a leading academician who knows
everything about infant mortality but can-
not tell the community how to tackle its
own particular problems with infant mor-
tality would not make a good TA provider.

• A good TA consultant goes beyond provid-
ing “off the shelf” assistance. Poor consult-
ants simply deliver a standard product that
has helped other communities with similar
problems. A good consultant, in contrast,
takes time to think about each communi-
ty’s particular situation and customize the
product to fit its needs. 

• The best TA providers are experts in group
dynamics and conflict resolution. Often
their most valuable contribution is in bring-
ing together opposing elements within a
group, facilitating overall change, and bro-
kering contact between the community and
another group that has solved a similar
problem. Good TA providers help to manage
meetings so that they do not become for-
ums for endlessly rehashing the same issues. 
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• As an outsider, the TA consultant can bring
a fresh viewpoint to the situation. He or
she often does not need to change a com-
munity’s approach but can provide a valu-
able service by validating that the
community is on the right track.

• A good TA provider is in many ways a mar-
keter for the community group. He or she
can help motivate members of the commu-
nity to pay attention to a particular issue
and get excited about the possibility of
improving their situation.

• In addition to conducting a needs assess-
ment, good TA consultants can interpret
the results of the assessment and explain
them to lay people. The best consultants
are those who can simplify complex con-
cepts to the media and thereby ensure
favorable media coverage for the 
community.

• Good TA consultants know their limits and
are willing to back away from a project or
bring in another expert if they are in over
their heads.

• TA providers should always establish objec-
tive benchmarks for evaluating the
progress of the community’s project over
time and should be accountable for their
own performance as advisers. 

Together We Can Initiative
Mary Skelton Roberts
Martin Blank

The Together We Can (TWC) initiative
helps communities and states to create com-
prehensive community-based programs for
the benefit of children, youth, families, and
neighborhoods. TWC has assembled materials
to facilitate collaboration among the various
participants in community-based programs so
that their efforts succeed. Primary among
these materials is a tool called The Grid.

The Grid includes a chart of the seven ele-
ments essential to the success of any commu-
nity-based program. By answering questions
about how their program compares with this

chart, members of the collaborative effort can
mark their status on The Grid and determine
their progress toward success. This tool thus
helps collaborative organizations, from the
smallest community groups to the most com-
plex state agencies, to sort through the ele-
ments they need to achieve their goals, to
identify those they have already accom-
plished, and to prioritize those they have yet
to accomplish. 

The process of individually and collectively
answering the 102 questions on The Grid clar-
ifies each participant’s understanding and sets
in motion a dialogue that includes all partici-
pants’ perspectives. This process builds cohe-
sion within the group and provides a
framework for evaluating continued progress
toward success. In addition, it provides a tool
for focusing the community-based work.

The seven elements that TWC has identi-
fied as essential to the success of community-
based programs are as follows:
• collaborative decision making, with input

from all affected groups
• public support for the effort and its goals
• parent and neighborhood participation
• accountability for results
• comprehensive services, supports, and

opportunities
• financial sustainability
• mechanisms to ensure that the leaders who

emerge as the program develops can con-
tinue in their positions and acquire any
additional skills they need

Before any community-development pro-
gram can succeed and before it can even use
The Grid to assess its status, TWC believes the
community must already have in place four
necessary factors.
• A diverse group of appropriate community

members must be involved in the program
and committed to improving outcomes for
the targeted group. 

• Community members involved in the pro-
gram must feel mutual trust and shared
ownership of the problems they are
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addressing. They must have shared values
and must be able to work together. 

• The community must have some social
institutions that provide help and support
to its members. These may include com-
munity development corporations, family
resource centers, churches, schools, and
local health centers. 

• The community must have access to out-
side resources to assist with crisis interven-
tion. This service is often provided by
government agencies such as departments
of social services, health, and mental
health. 

When TWC works with community-based
programs, it provides both the materials
described above and the expertise that those
involved in the program need to use the
materials.

National Training and Technical
Assistance Center
Joyce Thomas

The Training and Technical Assistance for
Family Strengthening program is a coopera-
tive project between the University of Utah
and the Center for Child Protection and
Family Support. It is funded by the Office of
Juvenile Justice and Delinquency Prevention
of the U.S. Department of Justice. The project
aims to disseminate information about exem-
plary family-strengthening programs through-
out the country, helping to close the gap
between the wealth of theoretical knowledge
about preventing delinquency and the inabili-
ty to prevent delinquency in practice. 

The program disseminates information
through a World Wide Web site that gives
access to publications and literature reviews;
national conferences on family strengthening;
regional, intensive workshops that train com-
munity agency staff in how to replicate the
best approaches to preventing delinquency;
and direct technical assistance to community
agencies. 

Successful family strengthening programs
include a number of elements.
• Sufficient intensity of intervention. A mini-

mum of 45 hours of intervention involving
parents is necessary before changes in
behavior are noted. 

• Developmental appropriateness. Programs
must be geared to the developmental stage
of the children involved. The best pro-
grams break down interventions as appro-
priate for ages newborn to 5 years, 6 to 11
years, and 12 to18 years. Programs can
effectively cover the entire age spectrum as
long as they address each age group 
separately. 

• Achievement of behavior change. Parent edu-
cation programs may succeed in improving
parents’ awareness of what they should be
doing and their knowledge of parenting
issues, but they may not change parents’
behavior. Only parenting skills programs
that offer hands-on learning, the opportu-
nity to practice newly learned skills, and
immediate feedback have been proven to
change parents’ behavior. 

Successful parenting programs must also
address parents’ personal problems.
Friendships can be promoted among those
who are socially isolated by including them in
informal, nonjudgmental parent groups.
Alternatively, parents whose primary difficulty
is access to programs would benefit more
from in-home services.
• Focus on family relationships. The public per-

ception is that juvenile delinquency thrives
on negative peer influences and that par-
ents are powerless to combat peer pressure;
even the professional literature focuses too
much on the peer issue. Overlooked is the
fact that a strong, positive relationship
with a parent is a tremendous protective
factor, even in high-risk settings such as
neighborhoods where gang membership is
ubiquitous. Programs that focus on
improving communication, appreciation,
respect, and understanding between par-
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ents and children are the most successful at
preventing delinquency. 

• Long-term participant retention. Many pro-
grams that appear to be beneficial fail to
retain participants; this failure is often
excused on the grounds that the parents
are too overwhelmed to take advantage of
the program. However, if parents and chil-
dren enjoy and benefit from a program,
they continue to use it; programs that
make a real connection with families
report retention rates of 85 percent or
more. To make attendance easier, programs
should have flexible meeting times and
provide “extras” such as transportation to
meetings, meals or snacks, and child care
for younger children. 

• Relevant, culturally appropriate program
materials. Written handouts are not useful
to people who are illiterate or who cannot
read English. Likewise, videos that show
members of a typical middle-class, subur-
ban white family having a quiet cup of tea
together do not appeal to poverty-
stricken rural or inner-city non-white 
families. 

• Professionally trained,
experienced, culturally
competent staff. This
requirement is admit-
tedly hard to fulfill
because the work is
difficult and not well
paid. Motivating
qualified staffers to
remain committed is
key.

• A rigorous assessment
mechanism. Program
evaluation must
determine whether
the program accom-
plished its aims, 
used its resources
effectively, and
changed participants’
behavior. 

Replication: Increasing the
Return on Social Investment
Narcisa Polonio

Replication and Program Strategies, Inc.
(RPS), is a national, nonprofit organization
that was established to help promising social
programs expand and be adopted in other
communities. RPS offers to community-based
social programs the technical assistance they
need in planning, feasibility, assessment, orga-
nizational design, capacity building, research,
and marketing.

Charitable foundations that fund commu-
nity development programs recently began to
recognize that many such programs fail when
they attempt to expand from a single small
operation. It also became obvious that the
programs that succeed at expansion are not
necessarily the best ones. RPS was established
to ensure that the most worthwhile programs
succeed at replication. 
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Replication of successful existing programs
is advantageous because it conserves
resources. Transferring an existing program
with a proven track record allows communi-
ties to devote their energies and funding to
capacity-building rather than to creating a
new program. 

The process of adopting an established pro-
gram to a community’s own situation allows
the people involved to carefully examine their
problems and strengths and to fine-tune their
problem-solving skills. It also encourages
them to network with another community—
the one where the program originated—that
had similar problems. 

Community development programs that
seek to replicate would benefit from knowing
the characteristics essential to successful 
replication.
• Business expertise. The people who devel-

oped the program—usually professors,
researchers, or social workers—often are
not the ones who should be in charge of
replicating it. Their expertise is in develop-
ing the program, not in transferring it to
other communities or building the infra-
structure for a program network. 

• Proof of real-world success. Many programs
that appear to succeed fail to prove that
they actually made a difference to the peo-
ple they served. Those who run the pro-
gram either fail to build in self-assessment
or measure their success indirectly rather
than by real-world results. For example,
one program boasted that it enrolled
200,000 families in volunteer work.
However, there was no evidence that this
“success” made any difference to the fami-
lies who volunteered or to the community
they worked in. 

Community development programs do not
have to undertake complex and expensive
evaluations to prove their success. In the fore-
going example, the program simply added an
evaluation step in which participating families
recorded a brief account of what they gained

from volunteering and community represen-
tatives recorded how the volunteer work ben-
efited the community. 

In another example, a medical researcher
who developed a prenatal intervention was
able to provide overwhelming evidence,
through clinical trials, that his program
worked in diverse settings. Children of par-
ticipating mothers were shown to be at dra-
matically lower risk of abuse and neglect 
and were healthier on several measures than
the children of nonparticipants. This pro-
gram is now being replicated in 20 
American cities. 
• Adequate funding. Successful replication

cannot rest on small efforts to disseminate
information. For example, Harvard
University’s school of government annual-
ly awards money to the most innovative
and worthwhile community programs so
that they can be replicated. However, most
of the recent awardees did not successfully
replicate. A close examination of the
process revealed that the awards provided
only enough money for the program devel-
opers to create brochures and to travel to
make a few presentations. A larger invest-
ment was needed to ensure successful 
replication.

• Accurate identification of essential program
components. Managers of community devel-
opment programs often fail to include in
their program descriptions seemingly
inconsequential details that can make or
break the entire effort. 

For example, one parenting program’s
materials did not account for its unusually
high retention rate (90 percent of the parents
returned to weekly meetings for months at a
time). The program representative explained
that once they began providing dinners for
participants, attendance improved from 30
percent to 90 percent. These meals should
have been considered a mandatory compo-
nent of the program, since they had such a
tremendous influence on its success. 
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Another program involving families of vol-
unteers was floundering until it provided
matching T-shirts carrying the program logo
for family members to wear. This seemingly
irrelevant factor boosted participation dramat-
ically and should have been included as an
essential component of the program’s 
success.
• Allowing adequate time for replication to take

root. Even the best social programs cannot
be forced on unwilling or unprepared com-
munities. Successful replication requires
that the “receiving” community genuinely
accept the program, and building under-
standing of and commitment to a novel
approach takes time. Forcing the issue
amounts to mandating the program, a mis-
take made with many ultimately unsuc-
cessful federal programs. 

Maternal and Child Health
National Center for Cultural
Competence
Tawara Taylor
Diane Denboba

The Maternal and Child Health Bureau’s
National Center for Cultural Competence was
founded in 1995 to assist Title V programs in
the design, implementation, and evaluation
of culturally competent health care delivery
systems for children with special health care
needs. The center offers this assistance by
• maintaining a resource bank of articles,

videos, publications, meeting proceedings
concerning cultural competence and chil-
dren with special health care needs, and a
list of consultants with expertise in this
area;

• providing on-site technical assistance so
that maternal and child health programs
and programs for children with special
health care needs can assess their cultural
competence; and

• holding national “train the trainer” work-
shops in which agency staff members who
train their colleagues in cultural compe-

tence can themselves receive ongoing
training. 

To become more culturally competent,
health care delivery systems that serve chil-
dren with special health care needs must
improve their understanding of cultural influ-
ences on the populations they serve and their
knowledge of how culture affects people’s per-
ceptions of disability and illness. Acquiring
these skills enables staffers to work more
effectively in cross-cultural situations.

Common mistakes that organizations make
in the area of cultural competence include the
following:
• Relying on a single staff member to inter-

act with people from a cultural community
because that staffer is acquainted with the
culture or shows rapport with the people.
This practice leaves the agency vulnerable
if the staffer’s link to the community is
jeopardized for some reason or if he or she
leaves for a job elsewhere. 

• Failing to appropriately equip a service
center. Facilities that use toys or house-
hold implements must ensure that they
are familiar and acceptable to the families
they serve. For example, puppets and 
dolls should reflect the racial or ethnic
background of the children who will 
use them. 

One Head Start program provided cribs for
babies to nap in during breaks from enrich-
ment activities. However, because the babies
in this ethnic group were accustomed to
sleeping in slings and had never slept in cribs
before, they were anxious and irritable and
their parents were suspicious of the staff’s
ability to care for them. 
• Failing to make people from all back-

grounds feel welcome at the facility.
Examples of this phenomenon include the
labor and delivery ward for African-
American women that was decorated with
dozens of (donated) pictures of white
babies, facilities decorated in a manner that
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is subtly exclusive of non-white or non-
middle-class people, and a clinic for home-
less children that was stocked with
magazines devoted to home decor. 

• Failing to appreciate the correct channels
of communication for people from varied
ethnic groups. In another Head Start pro-
gram, the mother of a child who appeared
to have significant developmental delays
was not responding to the teacher’s
requests for a developmental 
evaluation. 

When the teacher encountered the family
in the neighborhood, the father was walking
empty-handed while the mother, laden with
groceries, followed behind. The implied criti-
cism in the teacher’s reaction spurred the fam-
ily to withdraw from the program entirely.
Only then did the teacher realize that the
mother had considered it inappropriate and
disrespectful for her, rather than the child’s
father, to be asked to make the decision about
an evaluation. 
• Failing to include several people represen-

tative of the target population as board
members of the provider organization or
agency. Community representatives should
reflect the population’s ethnicity, socioeco-
nomic status, and other characteristics.
They must be made comfortable enough to
remain on the board and to actively partic-
ipate in its activities.

• Failing to hire staff that reflects the popula-
tion served. “We can’t find any African-
American physical therapists” and “We
can’t find any Native American speech
pathologists” are typical arguments that are
used to defend ineffective employment
outreach efforts. Most professional associa-
tions can readily direct potential employers
to their members who belong to minority
groups; indeed, most mainstream profes-
sional associations have Latino, Asian-
American, African-American, and Native
American offshoots. 

Concurrent Sessions III:
Showcase of Innovative
Programs

Baltimore City Healthy Start
Program
Thomas Coyle

Community Profile

East and West Baltimore, each of which has
about 20,000 people located within a 1.5-
square-mile area, are the poorest areas of the
city. Rates of low and very low birthweight are
high, as are rates of substance abuse among
women of childbearing age. Many young
mothers fail to finish high school.

Community Systems-Building Effort

The Baltimore City Healthy Start Program
began in 1992 as one of 15 large HRSA-spon-
sored pilot projects. At the end of the original
5-year grant, the program received a funding
extension.

The project is run by a private, nonprofit
corporation that was set up to administer the
project’s funds. Although the project is
accountable to Baltimore’s mayor, it is not a
city agency and it does not have to go
through city government channels to get
what it needs. 

The Baltimore project uses service integra-
tion as a means to an end. It has established
two “one-stop-shopping” centers—one in East
Baltimore, one in West Baltimore—for women
who are at high risk for poor neonatal out-
comes. Women enrolled in the Healthy Start
project receive a combination of center-based
services and home visits. Healthy Start’s credo
holds that prenatal care is not enough to
improve pregnancy outcomes for high-risk
women. The project also tries to address issues
of poverty, housing, unemployment, and
racism.

Going door to door, outreach workers seek
out women living in the target areas who are
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pregnant or who have babies under 6 months
of age. An estimated 95 percent of the eligible
women have been identified and enrolled.
Case managers arrange for newly enrolled
women to come to the center for a compre-
hensive needs assessment that becomes the
basis for an individualized case-management
plan.

Healthy Start’s first priority is to solve the
women’s most urgent problems. The project
will buy diapers and milk, pay the electricity
bill, buy a refrigerator, and even pay overdue
rent to prevent eviction. Once such emergen-
cies are resolved, women are more likely to
keep their appointments with Healthy Start
staff.

A woman coming to the center can receive
referral and transportation to prenatal and
pediatric care and substance abuse treatment,
child care for her children while she is at the
center, daily support groups, parenting and
nurturing classes, breastfeeding education and
support, GED classes, nutrition education and
cooking classes, and a hot meal, among other
services. Each center has a staff of about 100,
including professional case managers and
addiction specialists. Most staff members are
people from the neighborhood.

The Healthy Start project collects and eval-
uates its own data. The rate of very low birth-
weights has declined by 65 percent in the
target areas of Baltimore since the project
began; infant mortality has declined by 35
percent.

Within the Baltimore Healthy Start project
is a pilot project for 200 fathers, almost all of
whom have been in prison, sold drugs, and
used crack cocaine or heroin. The fathers are
offered enrollment in residential drug treat-
ment. In addition, the center holds one weekly
meeting for the men on parenting, nurturing,
and conflict resolution and a second in which
they help each other solve their problems.
Once a father has been certified to be drug-free
and healthy, he is guaranteed a paid job in
construction for 1 year. About 50 percent of
the fathers hold the job for the year.

The Baltimore City Healthy Start Project
has received $40 million in funding over its 5-
year existence. An economic savings model
demonstrates that preventing the birth of a
very-low-birthweight infant saves the city
$63,000 in associated hospitalization costs
alone. The project director hopes to convince
Maryland’s governor to split those savings
with Healthy Start to make the program self-
sustaining. Data confirming such savings are
useful in convincing managed care plans to
adopt the Healthy Start model.

The family planning offered as part of each
center’s services is called Life Planning.
Women are taught that birth control, like
education and employment, is part of having
control over their lives.

Mercy Children’s Health
Outreach Project
Catherine Kelly

Community Profile

Mercy Medical Center is located in
Baltimore’s central business district. Lacking a
residential neighborhood to serve, the hospi-
tal “belongs to everyone,” including the city’s
homeless. Children living in the city’s home-
less shelters are the focus of the project.

Between 400,000 and 3 million Americans
are homeless at any given time. The average
age of the subset of the homeless who live in
shelters is 30. Forty-five percent of shelter resi-
dents are unaccompanied men, 40 percent are
members of families, 25 percent are children
and youth, 44 percent are African American,
and 42 percent are non-Hispanic white. Fifty
percent of the women and children living in
shelters are fleeing domestic violence. Fifty
percent of the homeless in shelters suffer from
mental illness, 50 percent are substance
abusers, and 20 percent are employed. 

Community Systems-Building Effort

In 1996 the Mercy Medical Center received
a grant from the Maternal and Child Health
Bureau to run the Mercy Children’s Health
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Outreach Project (MCHOP).
From 1991 to 1996 the
University of Maryland at
Baltimore had run this program,
then known as the Baltimore
Homeless Children’s Project,
which had begun under a grant
from The Robert Wood Johnson
Foundation.

MCHOP provides health care,
case management, social work,
and referral and advocacy servic-
es for children living in the city’s
homeless shelters. MCHOP’s staff
includes two full-time pediatric
nurses, a pediatric social worker,
a part-time project director, and
a volunteer medical director.

Other members of the coali-
tion are the University of
Maryland at Baltimore; Health
Care for the Homeless; the
House of Ruth; the YWCA; the
Salvation Army; the Episcopal Social Ministry;
the homeless unit of the Baltimore City
Department of Social Services; the Girl Scouts;
Baltimore City public schools; the Women,
Infants, and Children program; and Action for
the Homeless.

The coalition has no officers, no bylaws,
and no section 501(c)(3) status. Its mission is
to make things happen for homeless children.
Examples of the coalition’s achievements
include the following:
• Establishment of a residence and respite

program for the children of homeless
women who are undergoing detoxification
for substance abuse

• Provision of reasonably priced, MCHOP-
owned housing to women who successfully
complete the substance abuse treatment
program

• Mercy Medical Center’s purchase of a serv-
ice contract to provide pediatric nurse prac-
titioners to the YWCA’s therapeutic nursery
for homeless infants

• An informal arrangement by which every
homeless shelter in Baltimore agrees either

to have MCHOP assess the health of its
child residents or to consult the program
on case management and referrals for these
children

In the project’s first 8 months, MCHOP
saw 572 homeless boys and 1,000 homeless
girls, most of whom were under age 12 and 90
percent of whom were African American. The
most frequent health complaints were asthma
and otitis media. Seventy-six percent of these
children lived in a city shelter, 12 percent
were doubling up with another family, and 6
percent lived in transitional housing.

The funding agency has not yet defined
outcome measures. However, Mercy Medical
Center is looking at some outcome measures
of its own, such as immunization rates (which
are high among these homeless children).
Also being looked at are how many children
had a primary care provider before they
became homeless and how many of those
providers would accept referral of that child
back to their practice. Those figures are not
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yet known, but primary care providers are
known to be skittish about continuing to 
care for children when they become 
homeless.

Michigan Public Health Institute
Christina Patterson
Charles Maynard

Community Profile

The state of Michigan is in the midst of an
effort to increase collaboration within and
among community departments of public
health. The communities served by this proj-
ect are ethnically diverse, urban and rural,
affluent and impoverished, and located
throughout the state.

Community Systems-Building Effort

The Michigan Public Health Institute
(MPHI) is a nonprofit institute founded in
1990 by four partners: the Michigan
Department of Community Health, Wayne
State University, Michigan State University,
and the University of Michigan. With the for-
mation of MPHI, Michigan became only the
fifth state to provide technical assistance to
communities trying to collaborate in the
interests of public health. In 1990, other
states with such programs were New York,
California, Massachusetts, and Texas. The
partnership has led to collaboration on proj-
ects that none of the partners could have car-
ried out alone.

Formation of MPHI required enabling legis-
lation to allow the state to participate in such
an arrangement. MPHI acts as a sole-source
contractor and thereby avoids normal pro-
curement procedures. All funding that MPHI
obtains from the state is considered a grant
rather than an appropriation.

MPHI has a governing board of directors.
Chair of the board is always the director of
the Michigan Department of Community
Health. The 12-member board comprises 6
representatives from the three participating
universities, 4 from the Department of

Community Health, and 2 from foundations
based in the state.

MPHI has built a state-of-the-art learning
center complete with the latest in communi-
cations and computer technology. The large
computers at MPHI can run large databases.
Rural and other communities can exchange
ideas in teleconferences conducted over MPHI
equipment.

MPHI considers its mission to be that of a
neutral convener that can promote improve-
ments in community health by helping com-
munities collaborate. The state of Michigan
used to do some of this work, but MPHI can
act more quickly because it is unimpeded by
cumbersome state government requirements.
MPHI helps convey the communities’ needs to
the state and helps local communities to
understand the state’s technical jargon, legisla-
tive language, and complicated technology.

MPHI offers a community health leader-
ship institute where community public health
advocates can hone their leadership skills.
With that training, community leaders have
gone on to initiate local public health proj-
ects, such as a childhood immunization reg-
istry in the southeast region of the state that
has significantly improved childhood immu-
nization rates. Another project analyzes child
death certificates and tells the state what pro-
grams are needed to reduce accidental deaths
among children. 

MPHI’s budget has gone from $300,000
when the institute received section 501(c)(3)
status in 1992 to $14 million in 1996. Its orig-
inal staff of 3 has grown to 120. At present,
100 percent of MPHI’s funding is “soft
money” (from either the state or founda-
tions), but the institute is looking for alterna-
tive sources of funding.

Some state employees view MPHI as a com-
petitor for money and jobs. These attitudes
interfere with MPHI’s ability to form collabo-
rative relationships in communities. MPHI
has privatized some state government servic-
es, which put some state employees out of
work. Because MPHI now receives some state
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funds that used to go to other nongovern-
mental organizations, it is regarded by some
as being greedy.

Local politics make it difficult to work at
the community level. The work is time-con-
suming and requires patience.

Ready 2 Work: Family-Centered
Community Transition Services
Kris Schoeller

Community Profile

About 100,000 children with disabilities live
in the state of Minnesota. Their disabilities
range from chronic health problems such as
asthma, diabetes, and cystic fibrosis to seizure
disorders, autism, mental retardation, and psy-
choses. Traditionally, high schools have done
little to prepare these children for future
employment. As a result, many disabled
teenagers get into trouble: 40 percent become
parents within 3 years of finishing high school;
70 percent of incarcerated adolescents were in
special education programs in high school. 

Survey data have shown that most parents
want their disabled teens to have a job and
that most disabled adolescents want to work.
Some employers are willing and eager to hire
workers with disabilities but do not know
how to go about doing so.

Community Systems-Building Effort

The Federal Rehabilitation Act of 1973 was
amended in 1987 to mandate that states pro-
vide the training and services necessary to
enable people with disabilities to work and
live independently in their communities. The
amendments stress that disabilities are a natu-
ral part of the human experience and in no
way diminish a person’s right to self-determi-
nation, independent living, and the pursuit of
a meaningful career.

The St. Paul–based Project for Family-
Centered Community Transition Services
(FACCTS) is in the first year of a 5-year grant
from the Maternal and Child Health Bureau
to help disabled teens make the transition

from school to employment. For 8 years,
under an earlier grant, project staff surveyed
families with disabled children about their
transition needs. Most respondents requested
more information about jobs for their chil-
dren. Although there is a great deal of such
information, families did not know where to
go for it or how to use it.

FACCTS staff worked with the St. Paul pub-
lic schools to develop a curriculum focused on
planning for the future, developing self-advo-
cacy and stress management skills, and con-
fronting health and sexuality issues. Nurses
from the St. Paul public schools subcontract
with FACCTS to provide individualized educa-
tion for teens who have chronic diseases or
disabilities on how to manage their own care
and employment.

The time of transition from school to
career is almost as overwhelming for families
as is the time when a child is diagnosed as
disabled. Project FACCTS adopted the model
of the early childhood services coordinator to
help families deal with this transition. A coor-
dinator sits down with each family and
describes the job-training opportunities and
independent-living arrangements that are
available. In addition, coordinators help fami-
lies to negotiate the various agencies that
have something to offer their child. 

Project staff members work with each fami-
ly to develop a transition plan that reflects
the family’s values and the teenager’s inter-
ests, strengths, and dreams. Sometimes staff
members must help the family learn to look
at the disabled teenager as a whole person
and accept job training as a viable alternative
to remedial services.

St. Paul contains many families of African-
American and Southeast Asian ancestry. The
project employs two part-time outreach work-
ers, one African American and the other
Southeast Asian, to meet the needs of those
populations. The project also has two full-
time staff members.

Transition services were designed using
input from parents and teenagers. Project
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FACCTS offers videos and training for dis-
abled teens on performing the skills of daily
living, budgeting money, understanding their
rights under the Americans with Disabilities
Act, and protecting themselves from crime. In
addition, because many parents wrongly view
a disabled child as asexual, Project FACCTS
offers information about healthy sexual devel-
opment in teens.

FACCTS staff members work with potential
and current employers to help them under-
stand how a teen’s disability might affect his
or her job performance. Staff members also
work with disabled teens to help them under-
stand how their health affects their job, rela-
tionships, ability to live independently, and
other aspects of transition.

Project staff members are developing a
database of job opportunities and volunteer
activities that have been screened and pro-
posed by families of youth with disabilities.

Comprehensive Community
Health and Services Program of
Project Vida
Bill Schlesinger

Community Profile

Project Vida serves residents of the 79905
zip code area in El Paso, TX. The city is locat-
ed on the Texas-Mexico border and is a pri-
mary port of entry for both legal and
undocumented immigrants. Ninety-nine per-
cent of the population is Hispanic. The medi-
an age of the 12,000 residents of the project
area is 15 and the median income is $7,000
for a family of four. The garment industry had
been the area’s traditional employer; however,
many of those jobs have moved to Mexico. 

The rate of violent crime in the project
area is three times that of El Paso as a whole.
Gangs are ubiquitous, having been part of the
community for four generations. Sixty-five
percent of adults 25 years of age and older
have less than a ninth-grade education.
Crowded, dilapidated housing is the norm:

more than 500 families are doubled up in
apartments or single-family homes. 

The project area is a federally designated
Medically Underserved Area and a Health
Professional Shortage area. Only a minority of
the residents have medical insurance. Families
tend to use the emergency room of the near-
by county hospital as their source of primary
care. 

Community Systems-Building Effort

Project Vida, a private, nonprofit agency,
began in 1990 when Bill and Carol
Schlesinger used a $40,000 gift from the
Presbyterian Church to buy a small house in
the community. They began slowly to gain
the trust of members of the community
through coffee hours at their home. 

Four areas of obvious need became appar-
ent during those discussions and follow-up
home visits: access to primary health care,
more and better housing, education, and gang
prevention. The Schlesingers opened a tiny
clinic that was staffed by a volunteer retired
physician and was open one night a week.

With other grants, the Schlesingers
expanded the clinic; its staff now numbers 60.
Services provided by the clinic include immu-
nizations; Early and Periodic Screening,
Diagnostic and Treatment Program (EPSDT);
cancer screening; WIC services; health educa-
tion; pediatric care; family planning; dental
care; corrective lenses; women’s health; target-
ed case management; and home visiting.

In response to needs identified by a com-
munity congress, Project Vida worked with
local agencies to develop programs for the
1,200 families registered with the project.
Other services offered by Project Vida—a 1996
recipient of HRSA’s Models That Work
Award—include housing, education, youth
recreation activities to counter the influence
of gangs, and a full range of social services.

A marked developmental delay noticed
among the children of families in the commu-
nity was traced to crowded living conditions.
Rather than stimulating their children, moth-
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ers were keeping them in car seats and using
bottles of sugar water to keep them quiet.

The project’s budget totals $1.2 million,
with funding coming from the Texas
Department of Health, AmeriCorps, a
Community Development Block Grant, the
Presbyterian Church, the El Paso Community
Foundation, and the Maternal and Child
Health Bureau. These agencies serve as Project
Vida’s partners, as do Thomason Hospital, the
City-County Health District, the El Paso
Cancer Consortium, the Family Pride Collab-
orative, the City of El Paso’s Community
Development Department, the Case Manage-
ment Association, Sierra Optical Company,
and Project Ayuda.

Because it was met initially with distrust,
Project Vida had to move slowly toward its
goal of a collaborative approach to meeting
the community’s needs. Old feuds that had
stalled community cooperation for years had
to be bypassed for change to occur. Project
staff eventually achieved a community coali-
tion by maintaining that conflicts could be
resolved because most people want to be use-
ful, creative, and part of the solution to their
community’s problems.

Vermont’s Comprehensive,
Community-Based System of
Care for Children and
Adolescents
Paula Duncan, M.D.
Nancy Frank

Community Profile

One-half million people live in Vermont,
one of the country’s two most rural states.
Vermont has 14 counties and only one metro-
politan area, Burlington. Of the state’s 255
towns and cities, only 7 have populations
greater than 10,000. The state’s median
income in 1995 was $34,000. 

Between 30 and 40 percent of the state’s
children receive Medicaid, which is available
to all children from birth to age 18 who live
at or below 225 percent of the federal poverty

level. Only 4 to 6 percent of children in
Vermont are uninsured. Medicaid also extends
to pregnant women living at 200 percent of
the federal poverty level. 

Eight of the state’s 14 counties have severe
shortages of primary care physicians, but
because the state is small and close to New
Hampshire, some of these areas do have rea-
sonable access to health care. The state’s gen-
erous Medicaid eligibility standards mean that
most residents have some form of health
insurance.

Community Systems-Building Effort

Six years ago, an advisory group told the
Vermont Agency for Human Services that the
only way to learn anything meaningful about
the access of children and youth to primary
care health services was to assess data gath-
ered at the community level rather than the
state level.

Vermont received a State Systems
Development Initiative (SSDI) grant from
HRSA 5 years ago and has been awarding the
money to communities to assess the resources
they need to improve health care for children
and teens. The first step was to develop a sur-
vey of indicators associated with good health:
graduating on time from high school, living
substance-free and violence-free lives, wearing
safety belts and helmets, and developing
healthy sexuality. Once each community
identified its areas of strength and its needed
resources, it then developed projects to pro-
vide those resources.

Each of the 12 health department regions
has a team charged with coordinating and
implementing programs in the community.
These regional teams work with a state team
made up of representatives of the depart-
ments of education, health, mental health,
and human services. The regional committees
meet monthly to receive reports from the five
subcommittees concerned with parent
involvement, outcomes and indicators, profes-
sional development, fiscal issues, and service
coordination.
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The town of Randolph, population 6,500,
took 6 months to conduct its survey and
develop goals. Survey findings showed that 98
percent of children had a primary care
provider but 50 percent did not have dental
care. Of those people using mental health
services, nearly half were dissatisfied with its
cost and with the comfort of use. The youth
surveyed expressed disappointment with
after-school and summer activities.

In response, the Randolph Community
Development Corporation developed a sum-
mer program for youth to build trails. In addi-
tion, the corporation converted an abandoned
building into a one-stop-shopping center
where five agencies share space and staff to
provide comprehensive services for children.

Residents of the town of Middlebury
felt that their children and teens had
adequate access to primary health care,

but parents did not know what other services
were available for children and teens and how
to find them. Acting on that concern, the
school nurse stopped screening the children—
something that the local pediatrician was also
doing—and began to help families find the
social services they needed.

Each community received $6,500 to assess
the health status of its youth. Because some
communities spent much of that money on
data analysis rather than community forums
and focus groups, health departments may
take over the data analysis. The Robert Wood
Johnson Foundation provided some of the
funding for this community-based approach
to caring for children and teens.

The state has several important roles in the
process. First, it has initiated and organized
the meetings in each community because of

the difficulties involved in getting even
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the most public-spirited community represen-
tatives to sit down together. In addition, the
state works with the community to decide
how best to use the SSDI funds and what to
do with any savings. The state also holds edu-
cational forums.

One roadblock to the process has been
resistance among members of some commu-
nities to sitting down together to assess the
needs of their youth. Another has been the
difficulty of making the data user-friendly.

Group Presentations
NOTE: The following workshops were pre-
sented in Concurrent Session I and repeated
in Concurrent Session III.

Serving Children with Special
Health Care Needs and Their
Families: Washington State
Systems-Building and Services
Integration Activities

Washington State Community
Health Care Project
Heather Hebdon

Interactive Video
Teleconferencing in a
Community-Organization Care
Network
Karen Sizemore
Jo Ann Jennings, R.N.

Community Profile

Washington State has a diverse population
of almost 5 million residents, including large
numbers of African Americans, Asians,
Hispanics (the fastest-growing minority
group), and Native Americans. The state’s
migrant population comprises 115,000 resi-
dents from a variety of cultures. In addition,

Washington State has the fourth largest mili-
tary population in the United States.

Geography is a significant fact of life: The
Cascade mountain range bisects the state,
causing a distinct “east side–west side” men-
tality. Most of the state’s population lives in
three counties on the west side of the moun-
tains, where numerous resources are available
for children with special health care needs. In
addition to three children’s hospitals, the
Mattigan Army Medical Center serves many
military children. Schools and other organiza-
tions provide a variety of opportunities for
early intervention.

On the eastern side of the state, however,
as well as in rural areas on the western side,
resources are far more limited. Many rural res-
idents lack transportation or are reluctant to
take their children to large cities to receive
services. Seasonal workers often cannot afford
to lose wages or pay for travel costs. Even for
those willing to travel, mountain roads are
often impassable during winter months. As a
result, many families go to Idaho and 
Oregon for services they cannot reach in
Washington.

Community Systems-Building Effort

In such a culturally and geographically
diverse state, assisting children with special
health care needs and their families presents
special challenges. The two projects described
in this workshop use collaborations and tech-
nology to bring services to underserved seg-
ments of the population.

Washington State Community Health
Care Project

A part of Washington Parents Are Vital in
Education (PAVE), the Community Health
Care Project provides services and support to
families who have children with special
health care needs. A collaborative effort, with
links to a variety of sources, the parent-run
and parent-directed organization serves fami-
lies who access services through managed
health care systems.
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PAVE received its initial funding in 1980
and began work with a staff of four volun-
teers. Now it has an annual budget of more
than $500,000 and operates 13 projects. The
Community Health Care Project is in its third
year of funding from the National Parent
Network on Disabilities. Services provided
include early intervention and mental health
programs. In addition, one project works with
U.S. military families both in this country and
overseas to assist children with special health
care needs.

To facilitate parent-to-parent support,
project leaders hired staff who are them-
selves parents of children with disabilities.
The multicultural, multilingual staff is dis-
persed throughout the state. Initially, most
members of the project advisory committee
were professionals, but now parents form a
majority.

The project has linked with county and
state parent-to-parent groups to share
resources and conduct joint training, and it
has also worked with a state and national
fathers’ network. Staff members and parents
have made presentations to medical personnel
to develop additional relationships.

The project has memoranda of understand-
ing with more than 300 organizations to dis-
seminate information through a quarterly
bulletin. The project also has placed families
on planning boards throughout the state to
help influence decision makers.

To deal with the state’s cultural diversity,
the project has collaborated with foreign-lan-
guage radio stations that serve Hispanic and
Asian communities. Because some immigrants
are illiterate even in their native language,
many of them fail to access services such as
Medicaid. To increase participation, project
staff members have appeared on talk shows to
provide information about the services avail-
able. The radio stations have helped by advis-
ing the project staff of issues and trends in the
communities they serve.

Collaboration and cooperation have made
the project successful. Many of the project’s

resources have extensive connections, so ini-
tial contacts with families may come from a
variety of organizations. Families have discov-
ered that they have culturally appropriate
support and resources to meet the special
health care needs of their children.

Interactive Video Teleconferencing in a
Community Organization Care
Network

In isolated, rural, culturally diverse areas of
Washington state, families of children with
special health care needs often have limited
access to secondary and tertiary pediatric con-
sultative resources. The Interactive Video
Teleconferencing (IVTC) project was devel-
oped to provide these families with access to
such specialist services. 

Funded through the Maternal and Child
Health Bureau, the project uses interactive
video teleconferencing technology to “bring”
specialists to remote areas. IVTC consultations
give families more comprehensive informa-
tion and enable local providers not only to
expand their knowledge but also to provide
higher-quality care to their patients.

A variety of factors led to the development
of the IVTC telemedicine network.
• Children’s Hospital in Seattle is the only

comprehensive, multidisciplinary, pediatric
care center serving the five-state region of
Washington, Wyoming, Alaska, Montana,
and Idaho (WWAMI).

• The Cascade mountain range dividing the
state presents both geographical and psy-
chological barriers to travel.

• Medicaid pays to transport only one parent
and the child to a consultation with a spe-
cialist. Siblings left at home may lack ade-
quate supervision, and the other parent is
not at the consultation to participate in
decision making or to help deal with the
stress of a discouraging diagnosis.

• The local provider is not present at the
consultation, and information exchange
before and after the consultation is often
limited.
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• Providers had to travel by ferry to hold
clinics for Native Americans who lived
across Puget Sound.

Because it crosses state lines, telemedicine
must resolve a variety of medical and legal
issues. However, WWAMI provides the legal
authority for specialists to provide consulta-
tions across the five-state region. (The special-
ists currently do not charge for their services.)
A local provider is with the family during the
consultation.

The IVTC project team is working to imple-
ment the network over a six-county area. The
counties vary significantly in terms of popula-
tion, ethnicity, and economic status. In 1996,
the project team saw 1,121 children with spe-
cial care needs, 681 of whom lived at or below
100 percent of the federal poverty level. Many
of the communities served possess a variety of
providers, ranging from nurse practitioners to
pediatricians, whereas others have no
providers.

Interactive video is not a suitable format
for all consultations, but it is quite useful for
discussing behavioral issues, care manage-
ment, and follow-up. IVTC is also reassuring
for parents who want a second opinion.

IVTC has been well received. Parents gener-
ally adjust to it by the second session, and
children love it. Other local providers often sit
in on the consultations (with the parents’ per-
mission), expanding the educational scope of
the consultation. Closely affiliated with the
University of Washington, the IVTC network
is also being used for interactive video train-
ing of teams at participating hospitals.

The IVTC system requires an IBM-compati-
ble 486 (or faster) computer, and it uses soft-
ware from Share Vision for Creative Labs and
Picturetel. The number of sites at which IVTC
can be offered is limited because of the need
to install fiber-optic lines.

Besides resolving legal issues, the project
needs to find a way for specialists to bill for
the time they spend on telemedicine consul-
tations. The state government has announced

that Medicaid will begin reimbursing for
telemedicine consultations in January 1999.
Most of the children “seen” via telemedicine
consultations are funded through Medicaid.

Enhancing Access and
Capacity Through
Nontraditional Providers:
Wisconsin State Systems-
Building and Services
Integration Activities

Wisconsin State Systems
Development Initiative
Irene Sandvold
Colleen Cantlon, B.S.N, M.Ed.

53212 Perinatal Partnership
Bill Solberg, A.C.S.W.

Wisconsin Area Health Education
Center
Susan Tillema, M.S.W.

Marquette University College of
Nursing Nurse-Midwifery
Program
Leona VandeVuss, C.N.M., Ph.D.

Community Profile

Wisconsin is a fairly conservative state in
terms of health care. For example, nurse-mid-
wives handle fewer than 3 percent of births in
Wisconsin compared with about 5 percent
nationally. In rural areas of the state, health
care providers are difficult to attract and
retain. Of the four programs discussed in this
workshop, three operate in both urban and
rural underserved areas.

The fourth program, the 53212 Perinatal
Partnership, serves the 53212 zip code area in
Milwaukee. This impoverished area once had
plentiful blue-collar jobs, but problems devel-
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oped as many of those jobs disappeared. The
infant mortality rate rose to more than 18
percent, almost double the state average.
Barriers to prenatal care include lack of insur-
ance; anxiety about dealing with institutions,
particularly the welfare department; poor
infrastructure; a shortage of doctors, especially
primary-care practitioners; poor nutrition; and
lack of a local WIC clinic.

Community Systems-Building Effort

The presenters called this workshop
“Making Community Happen.” They defined
three strategies that had been used in all the
projects, programs, and grants as
• the enabling and support of systems at the

local level,
• the promotion of public and private part-

nerships, and
• attention to financial and sustainability

issues.

Individually and collaboratively, the pro-
grams have improved maternal and child
health care in Wisconsin.

Wisconsin State Systems Development
Initiative

The State Systems Development Initiative
(SSDI), a 6-year program, resulted from a
grant that Wisconsin received from the
Maternal and Child Health Bureau in 1993.
Now in its fifth year, SSDI has an annual
budget of $6 million. The program has thus
far spent $30 million on state systems-build-
ing initiatives.

SSDI’s central goal is to increase the leader-
ship capacity and infrastructure of the state’s
MCH program. Because the program’s funding
did not provide for additional state employ-
ees, the positions were subcontracted to the
Wisconsin Area Health Education Center sys-
tem. This valuable partnership has facilitated
collaboration with other state-level agencies
and entities.

Several factors have contributed to the suc-
cess of SSDI.

• During a 2-year planning process, five
guiding principles were adopted that have
provided guidance for all MCH programs
in Wisconsin and are considered a unifying
factor in collaborative efforts.

• The selection of Total Quality Management
(TQM) as a uniform management approach
complemented the five guiding principles—
particularly TQM’s attention to customers.
MCH nurse leaders, program staff, and
steering committee members receive exten-
sive TQM training, ranging from 2-day
courses to a year-long leadership institute.

• A federal site visit in November 1993
brought 22 people from various govern-
ment agencies to take a systems-focused
look at the Wisconsin programs (unlike
earlier service-focused visits). A resulting
200-page report provided extensive guid-
ance for ongoing systems development.

• The MCH program, part of the Bureau of
Public Health, has developed a strong part-
nership with the state Medicaid program.

• The Milwaukee Common Ground Project
brought some unlikely but essential part-
ners to the systems-building effort. Among
these are MCH leaders, private founda-
tions, executives of managed care organiza-
tions, churches, and other community
leaders.

• The Milwaukee Healthy Women and
Infants Project has united health profes-
sionals, community organizations, and res-
idents of the central city in the project’s
implementation, planning, and ongoing
activities.

• The Bureau of Public Health developed a
document, “System Indicators:
Development of Community Performance
Measures,” that provides a community
assessment framework for the systems.

53212 Perinatal Partnership

The 53212 Perinatal Partnership is funded
through the Community Integrated Service
Systems (CISS) program. Now in its fifth year,
the partnership receives approximately $10
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million annually through a set-aside in MCH
Title V funding. The partnership is MCH’s
attempt to give pilot programs flexibility in
developing systems to improve maternal and
child health.

The partnership has focused on three gen-
eral issues.
• Prenatal education. Success has depended on

getting hospitals and other groups to work
together.

• Community health workers. These workers
have been crucial in helping women to
overcome barriers such as lack of trans-
portation and insurance.

• Improving systems of care. To be effective,
systems had to be integrated at all 
levels.

In addition, the partnership has developed
several innovative programs.
• Many qualified residents avoided dealing

with the welfare department, which deter-

mined eligibility for MCH programs. The
partnership brought welfare personnel into
the hospitals and stressed courtesy and
respect to applicants, thus overcoming a
major barrier. (The “show” rate climbed to
85 percent.)

• The partnership worked with the state to
create a local WIC clinic.

• Working with churches, the partnership
developed parish nursing relationships.
Nurses provided prenatal education in their
own churches, thereby creating stronger
relationships with residents.

• Working with the local high school, the
partnership developed school, work, and
career programs to provide students with
realistic goals, in the hope of reducing pre-
mature sexual activity and other dangerous
behaviors. Working with the state, the
partnership is creating a program of
school-based health clinics and a program
to fund uninsured students.
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• The partnership has worked with the
Wisconsin Area Health Education Centers
system to bring medical residents and
nursing and social work students into
schools to do family visiting and hands-on
work.

• The local hospital developed a stronger
presence in the community to provide a
healthy-community focus.

The CISS grant ended in October 1996.
However, state strategies (such as SSDI, case
management, and Healthy Start expansion)
came to life at a local level, helping to sustain
the partnership’s efforts. 

Wisconsin Area Health Education
Centers

The Wisconsin Area Health Education
Centers (AHEC) system, funded by the Bureau
of Health Professions, began in 1991. A
regional system of health education, AHEC is
designed to increase the supply and improve
the distribution of health professionals
through community-based education pro-
grams for health professionals.

AHEC forms collaborative alliances with
like-minded organizations throughout
Wisconsin. These partnerships enable commu-
nities to provide culturally relevant, multidis-
ciplinary education programs with a focus on
minority students and the needs of under-
served urban and rural areas.

Additionally, AHEC supports medical stu-
dents as well as students in nursing, physician
assistance, dentistry, pharmacy, and other
health-professional education programs.
AHEC also supports community education
centers that link academic faculty with pre-
ceptors (local practitioners) who mentor stu-
dents.

A major AHEC program is WIS-TREC,
which is funded by a 6-year grant from The
Robert Wood Johnson Foundation. This pro-
gram is designed to develop community-
based, “grow-your-own provider”
opportunities for nurse-midwives, nurse prac-

titioners, and physician assistants. Key WIS-
TREC activities include the following:
• recruitment of potential students
• encouragement of employers in under-

served areas to use nonphysicians as prime
sources for primary health care

• development of innovative models of dis-
tance education

AHEC works with both rural and urban
employer partners. One such partner is
Marshfield Clinic, a rural provider that hopes
to increase retention of providers in its clinics.
Another partner is Aurora Health Care, locat-
ed in the Milwaukee area, which is hoping to
increase its pool of providers.

AHEC has enjoyed a strong partnership
with the Wisconsin Bureau of Public Health
(BPH), receiving five grants thus far. One AHEC
program funded by BPH is the Maternal and
Child Health Education and Training Institute,
which provides training at both the profession-
al and community levels, particularly in imple-
mentation of the MCH guiding principles. The
institute offers educational opportunities in
diverse formats, such as via satellite, and is
exploring compressed video and distance
learning. It also pursues diverse collaborations
and maintains an extensive lending library of
MCH resources and materials. 

SSDI has acted as a broker in encouraging
public health regions to develop collaborative
training programs with AHEC offices.

Marquette University College of Nursing
Nurse-Midwifery Program

Marquette University’s nurse-midwifery
program, started in 1993, is the only such
educational program in Wisconsin. Funded
by the Bureau of Health Professions, the 2-
year, full-time program grants master’s
degrees.

As a private university located in central
Milwaukee, Marquette’s focus is primarily
urban. However, the nurse-midwifery program
also places students in underserved rural
areas. AHEC seeded the program with finan-
cial support, encouragement, networking, and
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other help and continues to be supportive.
WIS-TREC has also provided funding,
involved all of the program’s faculty, and
increased the program’s visibility.

The program has worked with the state
medical society and nursing associations to
encourage joint dialogue. Physician consult-
ants have also been supportive. The program’s
advisory group includes members from several
MCH communities. The group provides
advice on ways to build the program, such as
minority recruitment efforts.

To strengthen its services, the nurse-mid-
wifery program collects data from women
who have just given birth. The program also
cultivates legislative partnering to build the
role of nurse-midwives in the state.

Advocates of nurse-midwifery stress its
cost-effectiveness. For example, the cesarean
section rate for births attended by nurse-mid-
wives is half the rate for physician-delivered
births. 

Lessons Learned

In terms of systems development, the pro-
grams shared several lessons that they
learned, including the following:
• A clearly defined vision is essential.
• Unifying approaches and guiding princi-

ples enhance planning efforts.
• Systems integration is necessary at all lev-

els. Where possible, complementary state,
regional, and local efforts should occur
simultaneously.

• Programs should build on existing 
initiatives.

• Having a core staff to work continuously
on systems development is helpful.

• Systems integration is grounded in rela-
tionships, which require continuous 
nurturing.

Parent-Professional
Collaboration Models 

Opening Doors (Recommended
Practices for Home Visiting
Integration for Early
Intervention)
Richard Roberts, Ph.D.

Opportunities for Parents and
Professionals to Understand
Strategies for Cross-Cultural
Communication
Diane Behl
Randi Malach

Community Profile

Target populations for the two projects
described in this workshop were culturally
diverse families of children with special
health care needs in 15 states across the 
country.

Community Systems-Building Effort

The two projects discussed in this presenta-
tion focused on developing more effective
models for family-professional collaboration.

Opening Doors (Recommended
Practices for Home Visiting Integration
for Early Intervention)

The Opening Doors project at Utah State
University involves a consortium of six states
(Utah, Washington, Hawaii, Maine, Florida,
and Missouri). Looking at 12 communities
within these states, the project team studied
the integration into each state’s overall system
of care of services for young children (from
birth to 3 years) with special health or educa-
tional needs. The ultimate goal was to
strengthen family-professional partnerships
and services for young children.

Funded for 4 years by the Maternal and
Child Health Bureau, Opening Doors sought
to define and strengthen recommended-prac-
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tice models for early-intervention home visit-
ing services within the consortium states (and
potentially nationwide). In addition, the proj-
ect team conducted a national survey of
home visiting programs identified by each
state and a meta-analysis of research literature
on home visiting published between 1980 and
1995.

The model is family-centered, comprehen-
sive, and culturally competent. Professionals
serve as collaborators, facilitators, and nego-
tiators rather than as expert problem solvers
and decision makers. 

From the community level through the
state and federal levels, vertically and hori-
zontally, family presence and input are crucial
for effective service delivery. The parent-pro-
fessional partnership needs to be equal, with
mutually negotiated agreement on goals,
needs, and participants. Services need to be
coordinated at all levels to eliminate the frag-
mentation that frustrates families. Finally,
family-professional partnerships cannot flour-
ish if providers, institutionally and individual-
ly, fail to understand the cultural norms and
values that motivate families.

Opening Doors found three consistent pri-
orities among families across the country: eas-
ier access to existing services, improved
coordination, and additional family supports.

Results from a national survey of current
practices indicated that many programs are
now including measures to improve collabora-
tion with families, such as
• linking new parents with other families, 
• having parents on advisory boards,
• gathering parent input into policies and

guidelines, and
• having parents participate in training.

The survey also shed light on factors that
prevent many families from using available
services. These include
• lack of awareness of the existence of 

services;
• lack of recognition of the need for services;
• failure to meet eligibility criteria; and

• difficulties with transportation, language,
ethnic issues, and other factors.

The survey findings enable professionals
working at a community level to look at their
programs’ strengths and weaknesses, thereby
helping them to improve the level of family-
professional collaboration.

Opportunities for Parents and
Professionals to Understand Strategies
for Cross-Cultural Communication

This project, known as OPUS, was funded
by the Maternal and Child Health Bureau and
conducted by Southwest Communication
Resources. OPUS sought to improve services
for culturally and ethnically diverse families
whose children have special health care needs
by identifying factors that inhibit or enhance
effective service delivery. Four groups were
targeted: African Americans, Native
Americans, Asians, and Hispanics/Latinos.

In New Mexico, OPUS established a parent-
professional task force that included parents
from different cultural groups, direct service
providers, administrators, and state-level poli-
cy planners. Parents participated in every
aspect of the project and were paid for their
involvement.

Task force members shared many attitudes
and values about cultural competency and
awareness. However, they were surprised by
the difficulties they encountered in grappling
with cultural and ethnic issues.

In the other key part of the project, OPUS
conducted focus groups in California,
Colorado, Louisiana, Washington,
DC/Maryland, Michigan, Ohio, Washington,
and Wisconsin. By listening intently, without
attempting to defend or explain, the OPUS
team gained several insights into parents’ per-
spectives.
• Providers look for weaknesses and deficits

and do not recognize the strengths of fami-
lies and their culture.

• Providers wonder why families do not
move closer to services, failing to recognize

M A N Y S T R E A M S
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the importance of the cultural environ-
ment to overall family wellness.

• Although many interpreters can translate a
language, they cannot do the “cultural
interpretation” necessary to explain a fami-
ly’s values and motivations.

• Cultural differences, including methods of
communication and attitudes toward time,
can make collaboration difficult if they are
not understood by providers.

• Systems need to be integrated and cultural-
ly responsive to a family’s priorities.

• Confidentiality by providers is absolutely
essential to gain families’ trust and 
participation.

The focus groups also discussed specific
ways that providers could improve their level
of collaboration with families.
• A state-level interpreter resource bank

could help agencies to deliver more timely
translation services.

• Providers at all levels, including those
whose primary work is in policy 

development, should have direct contact
with families.

• State and local agencies and educational
institutions should collaborate to develop
and deliver cultural training to providers.

• Families and providers should learn togeth-
er and share each other’s perspectives.

To facilitate provider training, OPUS devel-
oped educational packets in small segments.
Instead of having to digest a huge manual,
providers can study individual topics in small
blocks of time. OPUS also developed training
posters that providers can display in their
offices.

In working with target populations in
states across the country, the OPUS project
team found that families of children with spe-
cial health needs are eager to collaborate with
service providers. Successful partnerships,
however, require an understanding and appre-
ciation of cultural differences. ▲

M A K E A  R I V E R
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Many Streams

Make A River

National Conference on Community 

Systems-Building and Services Integration

Part III
Appendices
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Agenda
Sunday September 14, 1997

9:00 –12:00 pm Exhibit Setup Regency Room

10:30 –11:30 am Facilitators’ Meeting  

11:00 – 6:00 pm Registration Plaza Ballroom Foyer

12:00 – 6:00 pm Exhibits Open Regency Room

1:00 pm Opening Plenary Session Plaza Ballroom

Welcome 

Phyllis E. Stubbs-Wynn, MD
Maternal and Child Health Bureau
Health Resources and Services Administration

Audrey H. Nora, MD, MPH, Assistant Surgeon General
Maternal and Child Health Bureau
Associate Administrator, Health Resources and Services Administration

1:15 pm Opening Speaker

John P. Kretzmann, PhD
Co-Director, The Asset-Based Community Development Institute
Northwestern University

2:00 pm Plenary Reaction Panel

Panel Moderator:  Martin J. Blank, Director of Community
Collaboration, Institute for Educational Leadership

Panel Members:

Florene Poyadue, MA, National Projects Director
Parents Helping Parents, Inc.

The Reverend Melvin Tuggle, President
Clergy United for Renewal of East Baltimore (CURE)

Beth Scalco, MSW, Director, HIV/AIDS Programs
Louisiana State University Medical Center

Maria Gomez, BSN, RN, MPH, Executive Director
Mary’s Center for Maternal and Child Care, Inc.



5 0 M A N Y S T R E A M S

3:00 pm Break

3:15 pm Networking: Ice Breaker

Martin J. Blank, Director of Community Collaboration
Institute for Educational Leadership

Mary Skelton Roberts, Senior Associate
Program for Community Problem Solving

4:45 pm Reception Atrium/Gazebo

Monday, September 15, 1997

7:15 – 4:30 pm Exhibits Open Regency Room

7:15 – 8:30 am Networking Breakfast Plaza Ballroom

“What Have We Learned...” —a dialogue 
among participants sharing lessons learned on 
program successes, strategies and resources 

Martin J. Blank, Director of Community Collaboration
Institute for Educational Leadership

Mary Skelton Roberts, Senior Associate
Program for Community Problem Solving

8:45 am Concurrent Sessions I: Showcase of Innovative 
Programs (see attached Concurrent Session Listing
for session descriptions and locations)

10:15 am Break

10:30 am Concurrent Sessions II:  Technical Assistance 
Workshops (see attached Concurrent Session Listing
for session descriptions and locations)

12:15 pm Lunch Plaza Ballroom
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12:45 pm Luncheon Program

Moderator:

David Heppel, MD, Director, DMICAH
Maternal and Child Health Bureau

Remarks:

Claude Earl Fox, MD, Acting Administrator
Health Resources and Services Administration

Introduction of Speaker:

Anne Harrison-Clark, Director External Affairs
The DELTA Project

Luncheon Speaker:

The Honorable Donald M. Fraser, former Mayor of 
Minneapolis, Minnesota

1:15 pm Networking Session: “If I Could Have...” —a Plaza Ballroom
dialogue among participants on what networking
and communication support they need and would
like to have to improve their programs

Martin J. Blank, Director of Community Collaboration
Institute for Educational Leadership

Mary Skelton Roberts, Senior Associate
Program for Community Problem Solving

2:00 pm Break

2:15 pm Concurrent Sessions III: Showcase of 
Innovative Programs (see attached Concurrent 
Session Listing for session descriptions and locations)

3:30 pm Break

3:40 pm Closing Plenary Session Plaza Ballroom

Moderator:

Alexander F. Ross, ScD, HIV/AIDS Bureau
Health Resources and Services Administration

Synthesis of Networking Sessions

Martin J. Blank, Director of Community Collaboration
Institute for Educational Leadership
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Mary Skelton Roberts, Senior Associate
Program for Community Problem Solving

Closing Speaker

The Honorable Sharifa Wilson, Vice Mayor
East Palo Alto, CA

4:30 pm Adjournment 

Concurrent Sessions I: Showcase of Innovative Programs

Monday, September 15, 1997  •  8:45 a.m.–10:15 a.m.

Hale Empowerment and Revitalization Organization (HERO), Hale County, Alabama 
Presenter: The Honorable William Ryan and Richard Rhone, EdD, Director, Family Resource Center
Facilitator: Anne Harrison-Clarke
Room: Parklawn

National Native American AIDS Prevention Center, Oakland, California
Presenter: Paul Bouey, Project Director
Facilitator: Alexander Ross
Room: Presidential I

Hillsborough County Health Care Plan, Tampa, Florida
Presenter: Cretta Johnson, Director
Facilitator: Regan Crump
Room: Woodmont

Local INvestment Commission (LINC), Kansas City, Missouri
Presenter: Tim Decker, Neighborhood Development Coordinator
Facilitator: Jane Coury
Room: Conference Theatre

Rural Partnership for Children, Omaha, Nebraska
Presenter: Kim Engel, Sandy Roes, Co-Project Directors for Childhood Advocacy
Facilitator: Latricia Robertson
Room: Twinbrook

Growing Into Life Task Force, Aiken, South Carolina
Presenter: Karen Papouchado, Coordinator, Barbara Strack, Coordinator
Facilitator: Mechelle Abernathy
Room: Halpine



5 3M A K E A  R I V E R

*Note: The following presentations will be repeated at Concurrent Session III
from 2:15 p.m.–3:30 p.m.

*Healthy Families Partnership, Hampton, Virginia
Presenter: Teresa Woodard, RN, Healthy Start Director and Debbie Russell, Prevention Programs

Director
Facilitator: Joseph Zogby, MSW
Room: Rockville

*Group Presentation—Serving Children with Special Health Care Needs and Their Families
Washington State Systems Building and Services Integration Initiatives
Facilitator: Patricia McGill Smith
Room: Presidential II
•   Interactive Video-Teleconferencing (IVTC) in a Community Organization Care Network, Yakima,

Washington
Presenters: Jo Ann Jennings, Director of Child Health Services and Karen Sizemore, Outreach
Clinic Coordinator, Washington State Children’s Health Access Project

•   Washington State Community Health Care Project, Lakewood, Washington
Presenter: Heather Hebdon, Project Coordinator

*Group Presentation—Enhancing Access and Capacity through Non-Traditional Providers
Wisconsin State Systems Building and Services Integration Initiatives
Facilitator: Jerry Hood and Irene Sandvold
Room:       Montrose
• Wisconsin State Systems Development Initiative, Madison 

Presenter: Colleen Cantlon, SSDI Contract Administrator
• Marquette University College of Nursing Nurse-Midwifery Program, Milwaukee

Presenter: Leona VandeVusse, Program Director
• 53212 Perinatal Partnership, Milwaukee

Presenter: Bill Solberg, Project Director
• Wisconsin Area Health Education Center (AHEC), Madison

Presenter: Susan Tillema, SSDI Project Coordinator

*Group Presentation—Parent/Professional Collaboration Models in Systems Building and
Services Integration
Facilitator: Diana Denboba
Room: Randolph
• Opening Doors, Logan, Utah

Presenter: Richard Roberts, Project Director
• Opportunities for Parents and Professionals to Understand Strategies for Cross-Cultural Communication,

Bernalillo, New Mexico
Presenter: Randi Malach, Project Director
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Concurrent Sessions II: Technical Assistance Workshops

Monday, September 15, 1997  •  10:30 a.m.–12:15 p.m.

Asset-Based Community Development Institute, Northwestern University, Chicago, Illinois 
Presenter: Byron White
Facilitator: Sherilyn Pruitt
Room: Conference Theatre

Parent Training Program:  Selecting the Best Program and Staff  Training for Your
Community, Center for the Improvement of Child Caring, Studio City, California
Presenter: Kerby Alvy, PhD, Executive Director
Facilitator: Jane Coury
Room: Montrose

Coalition for Healthier Cities and Communities
Presenter: William Powanda, Communications Chair, Coalition for Healthier Cities and

Communities; Vice President, Griffin Hospital, Derby, Connecticut
Facilitator: Regan Crump
Room: Parklawn

The DELTA Project, Bethesda, Maryland 
Presenter: Anne Harrison-Clark, Executive Director, External Affairs
Facilitator: Bea Miller
Room: Rockville

Harrison Institute for Public Law, Georgetown University Law Center, Washington, DC
Presenter: John Pomeranz, JD, LLM, Adjunct Professor/Staff Attorney 
Facilitator: Melva Tuggle Owens
Room: Halpine

Health Systems Research, Inc., Washington, DC
Presenter: Judith Gallagher, RN, EdM, MPA, Senior Program Consultant and Ian Hill MSW, MPA,

Associate Director
Facilitator: Joseph Zogby, MSW
Room: Twinbrook

Together We Can Initiative, Washington, DC 
Presenter: Martin Blank, Managing Partner
Facilitator: Claudia Morris
Room: Presidential II
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National Training and Technical  Assistance Center, Office of Juvenile Justice and
Delinquency Prevention, University of Utah
Presenter: Joyce Thomas, RN, MPH, Executive Director, Center for Child Protection and Family

Support
Facilitator: John McGovern
Room: Presidential I

Replication: Increasing the Return on Social Investment, Philadelphia, Pennsylvania
Presenter: Narcisa Polonio, EdD, Chief Operating Officer, Replication and Program Strategies, Inc.
Facilitator: Mechelle Abernathy
Room: Woodmont

Maternal and Child Health National Center for Cultural Competence, Georgetown University
Child Development Center, Washington, DC
Presenter: TawaraTaylor, Assistant Director
Facilitator: Diana Denboba
Room: Randolph

Concurrent Sessions III: Showcase of Innovative Programs

Monday, September 15, 1997  •  2:15 p.m.– 3:30 p.m.

Baltimore City Healthy Start Program, Baltimore, Maryland
Presenter: Thomas Coyle, Project Director
Facilitator: John McGovern
Room: Twinbrook

Mercy Children’s Health Outreach Project, Mercy Medical Center, Baltimore, Maryland
Presenter: Catherine Kelly, CRNP, MPH, Director Community Health Programs
Facilitator: Diane Dimperio
Room: Presidential II

Michigan Public Health Institute, Okemos, Michigan
Presenter: Christina Patterson, MHS, Associate for Program Policy and Research and Donna 

Strugar-Fritsch, Director of Planning
Facilitator: Jane Coury
Room: Halpine

Ready-2-Work, Minneapolis, Minnesota
Presenter: Kris Schoeller, Family Transition Resource Coordinator
Facilitator: Melva Tuggle Owens
Room: Randolph
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Comprehensive Community Health and Services Program of Project Vida, El Paso, Texas
Presenter: Bill Schlesinger, Co-Director
Facilitator: Sherilyn Pruitt
Room: Parklawn

Vermont Comprehensive Community-Based System of Care for Children and Adolescents,
Burlington, Vermont
Presenter: Paula Duncan, MD, Project Director
Facilitator: Jerry Hood
Room: Conference Theatre

*Note: The following presentations are repeated from Concurrent Session I at
8:45 –10:15 a.m.

*Healthy Families Partership, Hampton, Virginia
Presenter: Teresa Woodard, RN, Healthy Start Director and Debbie Russell, Prevention Programs

Director
Facilitator: Joseph Zogby, MSW
Room: Rockville

*Group Presentation—Serving Children with Special Health Care Needs and Their Families—
Washington State Systems Building and Services Integration Initiatives
Facilitator: Patricia McGill Smith
Room: Presidential I
• Interactive Video-Teleconferencing (IVTC) in a Community Organization Care Network, Yakima,

Washington
Presenters: Jo Ann Jennings, Director of Child Health Services and Karen Sizemore, Outreach
Clinic Coordinator, Washington State Children’s Health Access Project

• Washington State Community Health Care Project, Lakewood, Washington
Presenter: Heather Hebdon, Project Coordinator

Concurrent Sessions III: Showcase of Innovative Programs (Continued)

Monday, September 15, 1997  •  2:15 p.m.– 3:30 p.m.

*Group Presentation-Enhancing Access and Capacity through Non-Traditional Providers
Wisconsin State Systems Building and Services Integration Initiatives
Facilitator: Irene Sandvold
Room: Montrose
• Wisconsin State Systems Development Initiative, Madison 

Presenter: Colleen Cantlon, SSDI Contract Administrator
• Marquette University College of Nursing Nurse-Midwifery Program, Milwaukee

Presenter: Leona VandeVusse, Program Director
• 53212 Perinatal Partnership, Milwaukee



5 7M A K E A  R I V E R

Presenter: Bill Solberg, Project Director
• Wisconsin Area Health Education Center (AHEC), Madison

Presenter: Susan Tillema, SSDI Project Coordinator

*Group Presentation-Parent/Professional Collaboration Models in Systems Building and
Services Integration
Facilitator: Diana Denboba
Room: Woodmont
• Opening Doors, Logan, Utah

Presenter: Richard Roberts, Project Director
• Opportunities for Parents and Professionals to Understand Strategies for Cross-Cultural Communication,

Bernalillo, New Mexico
Presenter: Randi Malach, Project Director
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1 = Program Subcommittee member
2 = Networking Subcommittee member
3 = Logistics Subcommittee member

Maternal and Child Health Bureau

Division of Services for Children with Special
Health Care Needs

Diana Denboba (1)
Public Health Analyst
Parklawn Building
5600 Fishers Lane, Room 18A-18
Rockville, MD  20857
Voice: 301/443-2370
Fax: 301/443-1728
E-mail: denb101w@wonder.em.cdc.gov

Division of Maternal, Infant, Child and 
Adolescent Health 

Jane Coury
Project Officer, Health Systems Development in Child
Care Grant Program
Parklawn Building
5600 Fishers Lane, Room 18A-39
Rockville, MD  20857
Voice: 301/ 443-4566
Fax: (301) 443-1296
E-mail: jcoury@hrsa.dhhs.gov

Phyllis Stubbs-Wynn (1, 2, 3)
Chief, Infant and Child Health Branch
Parklawn Building
5600 Fishers Lane, Room 18A-39
Rockville, MD  20857
Voice: 301/443-4489
Fax: 301/443-4842

Joseph Zogby (1, 2, 3)
Director, Community Integrated Service Systems Program
Parklawn Building
5600 Fishers Lane, Room 18A-39
Rockville, MD  20857
Voice: 301/443-4393
Fax: 301/443-1296
E-mail: jzogby@hrsa.dhhs.gov

Division of Science, Education and Analysis 

Latricia Robertson
Director, Healthy Tomorrows Partnership for Children
Parklawn Building
5600 Fishers Lane, Room 18A-55
Rockville, MD  20857
Voice: 301/443-8041
Fax: 301/443-4842
E-mail: lrobertson@hrsa.dhhs.gov

Division of Healthy Start

John McGovern (1)
Public Health Analyst
Parklawn Building
5600 Fishers Lane, Room 11A-19
Rockville, MD  20857
Voice: 301/443-8427
Fax: 301/443-1296
E-mail: jmcgovern@hrsa.dhhs.gov

Office of State and Community Health 

Jerry Hood (1-Chair)
Manager, State Systems Development Initatives Program
Parklawn Building
5600 Fishers Lane, Room 18-31 
Voice: 301/443-2204
Fax: 301/443-9354
E-mail: jhood@hrsa.dhhs.gov

Bureau of Health Professions

Irene Sandvold (1)
Division of Nursing
5600 Fishers Lane, Room 9-36
Rockville, MD  20857
Voice: 301/443-6333
Fax: 301/443-8586
E-mail: isandvold@hrsa.dhhs.gov

Steering Committee Members
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HIV/AIDS Bureau

Office of Science and Epidemiology

Russ Brady (2)
SPNS Program
5600 Fishers Lane, Room 7A-08
Rockville, MD  20857
Voice: 301/443-3496
Fax: 301/443-4965
E-mail: rbrady@hrsa.dhhs.gov

Office of Program Development

Bea Miller (3)
5600 Fishers Lane, Room 720
Rockville, MD  20857
Voice: 301/443-5402
Fax: 301/443-3323
E-mail: bmiller@hrsa.dhhs.gov

Alex Ross (1)
Director, Program Development
5600 Fishers Lane, Room 720
Rockville, MD  20857
Voice: 301/443Pu-6861
Fax: 301/443-3323
E-mail: aross@hrsa.dhhs.gov

Bureau of Primary Health Care

Division of Community and Migrant Health

Mechelle Abernathy (2)
Public Health Analyst
4350 East West Highway, 7th Floor
Bethesda, MD  20814
Voice: 301/594-4334
Fax: 301/594-4983
E-mail: mabernathy@hrsa.dhhs.gov

Regan Crump (1)
Chief, Implementation and Coordination Branch
4350 East West Highway, 7th Floor
Bethesda, MD  20814
Voice: 301/594-4307
Fax: 301/594-4983/4987
E-mail: rcrump@hrsa.dhhs.gov

Sherilyn Pruitt (alternate)
Public Health Analyst
4350 East West Highway, 7th Floor
Bethesda, MD  20814
Voice: 301/594-4312
Fax: 301/594-4983/4987
E-mail: spruitt@hrsa.dhhs.gov

The DELTA Project

Anne Harrison-Clark (2)
Executive Director, External Affairs
7200 Denton Road
Bethesda, MD  20814
Voice: 301/ 913-9540
Fax:  301/ 656-2134

National Center for Education in
Maternal and Child Health

Jolene Bertness (1, 2, 3)
CISS Senior Project Associate
2000 North 15th Street, Suite 701
Arlington, VA  22201-2617
Voice: 703/524-7802
Fax: 703/524-9335
E-mail: jbertness@ncemch.org

Darlinda Jones (3)
Assistant Director, Conference Management
2000 North 15th Street, Suite 701
Arlington, VA  22201-2617
Voice: 703/524-7802
Fax: 703/524-9335
E-mail: djones@ncemch.org

Elisabeth Springer (replacing Hilary Kao) (3)
Director, Conference Management
2000 North 15th Street, Suite 701
Arlington, VA  22201-2617
Voice: 703/524-7802
Fax: 703/524-9335
E-mail: hkao@ncemch.org

Gail Perry (1, 2, 3)
CISS Project Director
2000 North 15th Street, Suite 701
Arlington, VA  22201-2617
Voice: 703/524-7802
Fax: 703/524-9335
E-mail: gperry@ncemch.org

National Council of Community
Hospitals

Marty McGeein
Executive Vice President
1700 K Street, NW, Suite 906
Washington, DC  20006
Voice: 202/466-4341
Fax: 202/296-7689
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National Healthy Mothers, Healthy
Babies Coalition

Claudia Morris (2)
Director, National Initiative for Communities of Color
409 12th Street, SW
Washington, DC  20024-2188
Voice: 202/863-2444
Fax: 202/484-5107
E-mail: cmorris@acog.com

National Parent Network on Disabilities

Patricia McGill Smith
Executive Director
1727 King Street, Suite 305
Alexandria, VA  22314
Voice: 703/684-6763
Fax: 703/836-1232
E-mail: pattysmith@npnd.org
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Fax (818) 753-1054
kalvy@aol.com

Bronwen Anders, MD
Project Director, District CATCH Facilitator for 
California American Academy of Pediatrics 

East County Community Clinic Administrative Offices
5360 Jackson Drive, Suite 202
LaMesa, CA 91942
Tel (619) 589-6781
banders@ucsd.edu

Torrey Anderson, RN, BSN
CISS/HSDCC Coordinator
Utah Department of Health
Child, Adolescent and 
School Health Program
Division of Community and Family Health Services
288 North 1460 West, Box 144460
Salt Lake City, UT 84114-4100
Tel (801) 538-9313
Fax (801) 538-9409
hlcfhscb.TANDERSO@STATE.UT.US

Celeste Andriot-Wood, MA
Acting Assistant Commissioner
New Jersey Department of Health and Senior Services
50 East State Street,
Capital Center-CN 364
Trenton, NJ 08625-0364
Tel (609) 984-1384
Fax (609) 292-3580
cfa@doh.state.nj.us

Judy Arndt, MS
Program Manager
HRSA/BHPR/IGAHB
5600 Fishers Lane, Room 8C-02
Rockville, MD 20857
Tel (301) 443-6867
Fax (301) 443-1164
jarndt@hrsa.dhhs.gov

Ethan Aronoff
Director
Cumberland County Department of Human Services 
590 Shiloh Pike
Bridgeton, NJ 08302
Tel (609) 453-7804
Fax (609) 453-8419

April Aaronson
Director of Health and Human Services
City of Trenton
319 East State Street
Trenton, NJ 08608-1886
Tel (609) 989-3331
Fax (609) 989-4245

Mechelle Abernathy, MPH
Public Health Analyst
Bureau of Primary Health Care
4350 East West Highway, Seventh Floor
Bethesda, MD 20814
Tel (301) 594-4334
Fax (301) 594-4983
Mabernathy@hrsa.dhhs.gov

Patricia A. Adams, MA
Child Health Program Manager
Office of Women’s and Children’s Health
Arizona State Department of Health
411 North 24th Street
Phoenix, AZ 85008
Tel (602) 220-6550
Fax (602) 220-6551
padams@hs.state.az.us

Kathy Allely
Program Director
Stone Soup Group
2401 East 42nd Avenue
Suite 306
Anchorage, AK 99508
Tel (907) 561-3701
Fax (907) 562-2409
alle126@cdc.gov

Carl J. Alves
Executive Director
New Bedford Prevention Partnership
PO Box 6730
New Bedford, MA 02742-6730
Tel (508) 979-1580
Fax (508) 991-6233
nbprevpart@aol.com

Kerby T. Alvy, PhD
Executive Director
Center for the Improvement of Child Caring
11331 Ventura Boulevard, Suite 103
Studio City, CA 91604-3147
Tel (818) 980-0903

Participants List
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Joanne Ascheim, MSN, PNP
Program Director
New Hampshire Department of Health
6 Hazen Drive, H and W Building
Concord, NH 03301-6527
Tel (603) 271-4268
Fax (603) 271-3827
jascheim@rocketmail.com

Duiona R. Baker, MPH
Senior Health Policy Analyst
Substance Abuse and Mental Health Services
Administration

5600 Fishers Lane
Parklawn Building, Room 13-99
Rockville, MD 20857
Tel (301) 443-5184
Fax (301) 443-8964
dbaker@samhsa.gov

Judy Barber, MSSW
Mississippi Health Advocacy Program
PO Box 11837
Jackson, MS 39283-1837
Tel (601) 355-5520
Fax (601) 355-5521
hn0137@handsnet.org

Jane Bassewitz, MA
Program Manager
Department of Community Health Services
American Academy of Pediatrics
141 Northwest Point Boulevard
Elk Grove Village, IL 60007-1098
Tel (708) 981-6750
Fax (708) 228-5097

Betty Bassoff, DSW
Program Director
San Diego State University Foundation
6505 Avarado Road, Suite 108
San Diego, CA 92120
Tel (619) 594-4373 or 3728
Fax (619) 594-4570
weather1@mail.sdsu.edu

Sheri Baxter
Project Specialist
Child Care Connection
201 Barrow Street, Suite 103
Anchorage, AK 99501
Tel (907) 279-5024
Fax (907) 278-4588
Child@aonline.com

Joyce Beasley
Vice President, Resident and Community Services
Healthy Start Initiative Project
540 South 27th Street
Omaha, NE 68105
Tel (402) 444-6919
Fax (402) 444-3310

Diane Behl
Research Associate
Opening Doors/Early Intervention Research Institute
Utah State University
CPD Annex 1
Logan, UT 84322-6580
Tel (801) 797-1224
Fax (801) 797-2019
behld@cpd2.usu.edu

Brenda Bell-White
Executive Director
Milwaukee Healthy Women and Infants Project
2040 West Wisconsin Avenue, Suite 401
Milwaukee, WI 53233
Tel (414) 345-4500
Fax (414) 345-4505

Hilary Bellamy
Policy Associate
Health Systems Research, Inc.
2021 L Street, NW, Suite 400
Washington, DC 20036
Tel (202) 828-5100
Fax (202) 728-9469

Corinne Bennett
Project Director
North Dakota Department of Human Services
North Dakota Early Childhood Program
600 East Boulevard
Bismark, ND 58505-0250
Tel (701) 328-4809
Fax (701) 328-2359
notes.sobenc@ranch.state.nd.us

Blythe Berger
Health and Safety Coordinator
Children’s Friend and Service/Child Care Training System
500 Prospect Street 
Pawtucket, RI 02860
Tel (401) 729-0765
Fax (401) 727-2810

Nancy Berger
Project Director
Connecticut Office of the Governor
Connecticut Department of Public Health
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Connecticut State Capitol
410 Capitol Avenue, MS #11MAT
Hartford, CT 06134
Tel (860) 509-8081
Fax (860) 509-7720
Nancy.Berger@po.state.ct.us

Carolyn Ber
CISS Project Coordinator
Alabama Department of Public Health
201 Monroe Street, The RSA Tower
PO Box 303017
Montgomery, AL 36130-3017
Tel (334) 206-2960
Fax (334) 206-2983

Jolene M. Bertness, MEd, CHES
Senior Project Associate
National Center for Education in Maternal and 
Child Health

Georgetown University
2000 15th Street, North, Suite 701
Arlington, VA 22201-2617
Tel (703) 524-7802
Fax (703) 524-9335
jbertness@ncemch.org

Dawn Bishop, MS
SSDI Coordinator
Virginia Department of Health, Office of 
Family Health Services

1500 East Main Street, Room 104-B
PO Box 2448
Richmond, VA 23218-2448
Tel (804) 371-0478
Fax (804) 692-0184
dbishop@vdh.state.va.us

Sharon Bixby
Project Director
Mountain States Group/Child Care Connections
1607 West Jefferson Street
Boise, ID 83702
Tel (208) 342-4453, ext. 257
Fax (208) 336-0880
m5682@handsnet.org

Martin J. Blank
Director, Community Collaboration, IEL
Managing Partner, Together We Can
Institute for Educational Leadership
1001 Connecticut Avenue, N.W.
Suite 310
Washington, DC 20036
Tel (202) 822-8405, ext. 17
Fax (202) 872-4050
blankm@iel.org

Shelley Blood, MA
Manager, Monitoring and Evaluation
Health and Social Services
601 East Kennedy Boulevard, 25th Floor
Tampa, FL 33602
Tel (813) 272-5040
Fax (813) 276-2866
BrownT@HillsboroughCounty.org

Cindy Boerger, MSW
Title II Coordinator
Oklahoma State Department of Health
HIV/STD Service
1000 N.E. 10th Street
Mail Drop 0308
Oklahoma City, OK 73117-1299
Tel (405) 271-4636
Fax (405) 271-3412
cindyb@health.state.ok.us

Terry Bohn, BSW, MSA
SSDI Coordinator
North Dakota Department of Human Services
State Capitol Building
600 East Boulevard Avenue
Bismarck, ND 58505-0269
Tel (701) 328-4963
Fax (701) 328-2359
msmail.terryb@ranch.state.nd.us

Deborah Bohr
Vice President of Operations
The Coalition for Healthier Cities and Communities
One North Franklin, 29th Floor
Chicago, IL 60606
Tel (312) 422-2624
Fax (312) 422-4568
dborh1@aha.org

M. Joyce Borgmeyer, MS, RD
Regional Nutrition Consultant
HHS/HRSA Family Health Branch
Federal Building, Room 1194
1961 Stout Street
Denver, CO 80294
Tel (303) 844-5955
Fax (303) 844-0002
jborgmey@phsden.dhhs.gov

Nick Boshard, MPH, PhD
SSDI Project Director
Missouri Department of Health
Division of Maternal, Child, and Family Health
930 Wildwood Street
Jefferson City, MO 65109
Tel (573) 751-6174
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Fax (573) 526-5348
boshan@mail.health.state.mo.us

Paul Bouey, PhD, MPH
Project Director
National Native American AIDS Prevention 
Center Fax (NNAAPC)

134 Linden Street
Oakland, CA 94607
Tel (510) 444-2051
Fax (510) 444-1593
paulbouey@aol.com

Marianna Bridge, RNC, MS
Chief, Office of Women’s and Children’s Health
Arizona Department of Health Services
411 North 24th Street
Birch Hall
Phoenix, AZ 85008
Tel (602) 220-6550
Fax (602) 220-6551
mbridge@hs.state.az.us

Julia B. Brillhart, RN, MSN
Project Director, MCH Services
Indiana State Department of Health
2 North Meridian Street, Suite 700
Indianapolis, IN 46204
Tel (317) 841-0028
Fax (317) 233-1299
jbbrill@aol.com

Carl Brown, PhD
Youth Coordinator
Children’s Council, Inc.
PO Box 12864
Prescott, AZ 86304-2864
Tel (520) 771-2340
Fax (520) 771-8483

Clarise Brown
Baltimore City Healthy Start Program
Baltimore City Health Department
210 Guilford Avenue
Second Floor
Baltimore, MD 21202
Tel (410) 396-9994
Fax (410) 347-7602

Nancy Bryant Wallis, DrPH, MSW
Project Director/ Director, Off-Site Operations
Logan Heights Family Health Center
1809 National Avenue
San Diego, CA 92113
Tel (619) 683-7555, ext. 147
Fax (619) 497-6730

Jennifer Budoff
Staff
The DELTA Project
7200 Denton Road
Bethesda, MD 20814
Tel (301) 913-9540
Fax (301) 656-2134

Jan Bueker, MSW
SSDI Project Coordinator
Kansas Department of Health and Environment
Landon State Office Building 
900 S.W. Jackson, Suite 1005
Topeka, KS 66612-1290
Tel (913) 296-6467
Fax (913) 296-4166
uskang96@ibmmail.com

Anna Buenaventura, MURP
Planner, Hawaii SSDI Project
Hawaii State Department of Health
Family Health Services Division
3652 Kilauea Avenue
Honolulu, HI 95816
Tel (808) 733-8358
Fax (808) 733-8369
fhsd@gte.net

Elizabeth Burr
Project Director
Building Porches Pilot Project
PO Box 94
Deming, NM 88031

Colleen M. Cantlon, RN, MEd
SSDI Contract Administrator
Wisconsin Department of Health and Family Services
Maternal and Child Health Section
1414 East Washington Avenue, Room 167
Madison, WI 53703-3044
Tel (608) 267-9300
Fax (608) 267-3824
cantlcm@dhfs.st.wi.us

Mary Carpenter, RN, MPH
Policy Analyst
National Center for Education in Maternal and 
Child Health

Georgetown University
2000 15th Street, North, Suite 701
Arlington, VA 22201-2617
Tel (703) 524-7802
Fax (703) 524-9335
mary_carpenter@ncemch.org
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Community Development Specialist
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Tel (715) 341-6672
Fax (715) 341-8004
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Project Director
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Fax (218) 299-7205
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Roselyn Chapela
Director
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Tel (520) 871-6665/6250
Fax (520) 871-6255
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Project Director
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Birmingham, AL 35211
Tel (205) 251-0622
Fax (205) 252-1319
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2333 Ontario Road, N.W.
Washington, DC 20009
Tel (202) 483-8196
Fax (202) 797-2628

Gail Chiarello, MCP
Coordinator
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260 South Broad Street, Suite 1900
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Tel (215) 985-6760
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434 Massachusetts Avenue, Fifth Floor
Boston, MA 02118
Tel (617) 534-7828
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Tel (202) 408-9320
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Project Coordinator
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Tel (215) 685-6503
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3300 Gallows Road
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Tel (703) 204-6778
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bconnal@aol.com
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Fund Development Specialist
Healthy Start Initiative Project
540 South 27th Street
Omaha, NE 68105
Tel (402) 444-6927
Fax (402) 444-4240

Jane Cotler, RN, MS
Child Health Consultant
Colorado Department of Public Health and Environment
4300 Cherry Creek Drive, South
F-CHSD-EPS-A4
Denver, CO 80222-1530
Tel (303) 692-2352
Fax (303) 782-5576
Jane.Cotler@state.co.us

Jane Coury, RN, MSN
MCH Nursing Consultant
Maternal and Child Health Bureau
5600 Fishers Lane
Parklawn Building, Room 18A-39
Rockville, MD 20857
Tel (301) 443-6600
Fax (301) 443-1296
jcoury@hrsa.dhhs.gov
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Cambridge Department of Public Health
1493 Cambridge Street
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Project Director
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Baltimore City Health Department
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Tel (410) 396-9994
Fax (410) 347-7602
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Tel (804) 780-4191
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New York State Department of Health, AIDS Institute
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Amethyst C. Cureg, MD
Project Director
San Diego Child Health and Disability 
Prevention Program

Children, Youth, and Families Health
3851 Rosecrans Street
PO Box 85222, Mailstop P511F
San Diego, CA 92186-5222
Tel (619) 692-8808
Fax (619) 692-8827
acureghe@co.san-diego.ca.us
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Department of Justice



6 7M A K E A  R I V E R

810 Seventh Street, N.W., Room 8139
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Acting Director
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Bridgeton, NJ 08302
Tel (609) 453-2183
Fax (609) 453-0338

Antonia Ellis, BSN, MPA
Project Director
Lexington-Fayette County Health Department
650 Newtown Pike
Lexington, KY 40508-1197
Tel (606) 288-2323
Fax (606) 288-2359

Sandra Ellis
Community Development Specialist
Children’s Service Society of Wisconsin
2420 Stewart Square
Wausau, WI 54401
Tel (715) 848-1457
Fax (715) 848-2959

Karen Elmendorf, RN
Project Director
Spokane Guild’s School and Neuromuscular Center
2118 West Garland Avenue
Spokane, WA 99205-2598
Tel (509) 326-1651
Fax (509) 326-1658
guild@cet.com

Leigh Emigh, MS
President
Southern Illinois Healthcare Foundation
Touchette Regional Hospital
8080 State Street
East St. Louis, IL 62203
Tel (618) 397-3303
Fax (618) 397-7802

Kim Engel, MBA
Co-Project Director for Childhood Advocacy
Rural Partnership for Children
Northwest Community Action
245 East 10th Street

Chadron, NE 69337
Tel (308) 665-1770
Fax (308) 432-5799

Jerome Evans, PhD
Project Evaluator
Pediatric Diagnostic Center Associates
3400 Loma Vista Road, Suite 1
Ventura, CA 93003
Tel (805) 643-5604
Fax (805) 643-5517
71643.3277@compuserve.com

Dorretta Evans Parker, MSW, LCSW
Regional MCH Program Consultant
Regional Social Work Consultant
HHS/HRSA/MCH, Region V
105 West Adams, 17th Floor
Chicago, IL 60603
Tel (312) 353-4042
Fax (312) 886-3770
dparker@hrsa.dhhs.gov

Carmen Fabian
Program Assistant, Teen Program
Mary’s Center for Maternal and Child Care
2333 Ontario Road, N.W.
Washington, DC 20009
Tel (202) 483-8196
Fax (202) 797-2628

Phyllis Ferguson
HHS/HRSA/MCH, Region V
105 West Adams, 17th Floor
Chicago, IL 60603
Tel (312) 353-4042
Fax (312) 886-3770

Barbara Ferguson Kamara, MS
Executive Director
Office of Early Childhood Development
DC Department of Human Services
717 14th Street, N.W., Suite 730
Washington, DC 20005
Tel (202) 727-1839
Fax (202) 727-9709

Dale B. Fiedler, MS
Corporate Director of Planning and Development
Southern Illinois Healthcare Foundation
Touchette Regional Hospital
8080 State Street
East St. Louis, IL 62203
Tel (618) 397-3303
Fax (618) 397-7802
dale.fiedler@juno.com
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Florence Fiori, DrPH
Deputy Director
Maternal and Child Health Bureau
5600 Fishers Lane
Parklawn Building, Room 18-05
Rockville, MD 20857
Tel (301) 443-2170
Fax (301) 443-1797
ffiori@hrsa.dhhs.gov

Michael E. Fishman, MD
Assistant Director, DMICAH
Maternal and Child Health Bureau
5600 Fishers Lane
Parklawn Building, Room 18A-30
Rockville, MD 20857
Tel (301) 443-5372
Fax (301) 443-1296
mfishman@hrsa.dhhs.gov

H. Lee Fleshood, PhD
Project Director
Tennessee Department of Health, Maternal and 
Child Health 

426 Fifth Avenue, North
Cordell Hull Building
Nashville, TN 37247-4701
Tel (615) 741-7353
Fax (615) 532-7189
flesh101w@wonder.em.com.gov

Billie Jean Floyd
Executive Director, Ada Area Community Development
Corporation

AACOC
Route 7/Box 238
Coyote Trail
Ada, OK 74820
Tel (405) 332-3257
bfloyd@chickasaw.com

Susan Foster, MSSW, MPH
Senior Analyst
Abt Associates, Inc.
55 Wheeler Street
Cambridge, MA 02138
Tel (617) 349-2573
Fax (617) 349-2675

Durrell Fox, BS
Outreach and Services Coordinator
Boston Children’s Hospital/Adolescent
HIV Network Program/HAPPENS
300 Longwood Avenue
Boston, MA 02115
Tel (617) 355-8421

Fax (617) 730-0442
fox@a1.tch.harvard.edu

Nancy Frank, MPH
SSDI Project Coordinator
Vermont Department of Health
40 Eastern Avenue
St. Johnsbury, VT 05819
Tel (802) 748-5151
Fax (802) 751-3229
NFrank@vdhvax.vdh.state.vt.us

Donald Fraser
821 S.E. Seventh Street, S.E.
Minneapolis, MN 55414

Elmer Freeman
Executive Director
CCHERS c/o Northeastern University
360 Huntington Avenue, 398 CP
Boston, MA 02115
Tel (671) 373-4591
Fax (617) 373-8797

Judith Gallagher, RN, EdM, MPA
Senior Associate
Health Systems Research, Inc.
2021 L Street, N.W., Suite 400
Washington, DC 20036
Tel (202) 828-5100
Fax (202) 728-9469
hsr@worldweb.net

Clelia P. Garrity
HIV Health Care Planner
Palm Beach County HIV Care Council
c/o Health and Human Services Planning Association
2715 North Australian Avenue
West Palm Beach, FL 33407-4526
Tel (561) 655-6566 ext. 23
Fax 561-655-0163
croza@aol.com

Victor German, MD, PhD
Division Head, Community Pediatrics
The University of Texas Health Science Center at 
San Antonio

Department of Pediatrics
7703 Floyd Curl Drive
San Antonio, TX 78284-7818
Tel (210) 567-7437
Fax (210) 567-7443

Carolyn Gleason, MS, RD
Regional MCH Consultant
US DHHS/HRSA/MCH Region X
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2201 Sixth Avenue, Mailstop RX 27
Seattle, WA 98121
Tel (206) 615-2486
Fax (206) 615-2500
cgleason@hrsa.dhhs.gov

Robert Goldsmith, MA
Project Director
People Incorporated of Southwest Virginia
988 West Main Street
Abingdon, VA 24210
Tel (540) 628-9188
Fax (540) 628-2931

Maria Gomez
Executive Director
Mary’s Center for Maternal and Child Care
2333 Ontario Road, N.W.
Washington, DC 20009
Tel (202) 483-8196
Fax (202) 797-2628

Ketty M. Gonzalez, MD, MS
HRSA Field Coordinator
MCH Region IV Office
101 Marietta Tower, N.E.
Suite 1202
Atlanta, GA 30323-2711
Tel (404) 331-5394
Fax (404) 730-2983
kgonzalez@hrsa.dhhs.gov

Rodney Goodie
Senior Project Manager
Harris County Health Department
2223 West Loop, South
Houston, TX 77027
Tel (713) 439-6090
Fax (713) 439-6338
rodney@goodie.adm.hd.co.harris.tx.us

Marek Gootman
Coordinator
EZ/EC Coordination Office
Department of Health and Human Services
200 Independence Avenue, S.W., Room 118F
Washington, DC 20201
Tel (202) 260-0399
Fax (202) 401-4500

Donna Gore Olsen
Executive Director
Indiana Parent Information Network, Inc.
4755 Kingsway Drive, Suite 105
Indianapolis, IN 46205
Tel (317) 257-8683
familynetw@aol.com

Peter A. Gorski, MD, MPA
Executive Director
Massachusetts Caring for Children Foundtion
100 Summer Street, 14th Floor
Boston, MA 02110
Tel (617) 832-4848
Fax (617) 832-4868
peteragorski@bcbsma.com 

Pamela Gossman, MPH
East Boston Neighborhood Health Center
495 Pleasant Street
Winthrop, MA 02152
Tel (617) 539-5051
Fax (617) 539-5025
grossmanp@ebnhc.org

Cindy Graham, BSN
Executive Director
Family Institute
225 Parsons Street
Kalamazoo, MI 49007
Tel (616) 383-3355
Fax (616) 383-3851

Elizabeth H. Graham, MSW
Assistant Commissioner
Healthy Start/NYC–MHRA, Inc.
Bureau of Maternity Services and Family Planning
2 Lafayette Street, 18th Floor 
New York, NY 10007
Tel (212) 442-1776
Fax (212) 442-1789

Susan Grantham
Project Director
John Snow, Inc.
44 Farnsworth Street
Boston, MA 02210
Tel (617) 482-9485

Barbara Graves, RN, MPA
Project Director
Southwest Community Health Center
751 Lombardi Court
Santa Rosa, CA 95407
Tel (707) 547-2252
Fax (707) 547-2230

Lorrie Grevstad
PH, Nurse Consultant
Washington State Department, Health Services
Administration

Community and Family Health Division
PO Box 47880
Olympia, WA 98504-7880
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Tel (360) 753-6060
Fax (360) 586-7868
lag1303@hub.doh.wa.gov

Robert E. Gross, MSEd
Program Director for SSDI
Maine Department of Human Services
State House, Station 11
151 Capitol Street
Augusta, ME 04333-0011
Tel (207) 287-6879
Fax (207) 287-5355
Robert.E.Gross@state.me.us

Julia Guess
Member, Board of Directors
Eastern Orangeburg County Enterprise Community
PO Box 272
Holly Hill, SC 29059
Tel (803) 496-3256
Fax (803) 496-7473

Janet Guidry, RD, MPH
Nutrition Specialist
Louisiana Office of Public Health
Maternal and Child Health Section
PO Box 60630
New Orleans, LA 70180
Tel (504) 568-5065
Fax (504) 568-8162

Kathryn Hafford, RN, MS
Assistant Director, STD/AIDS Health Care Services
Virginia Department of Health, Division of STD/AIDS
1500 East Main Street, Room 112
PO Box 2448
Richmond, VA 23219
Tel (804) 225-4844
Fax (804) 225-3517
khafford@vdh.state.va.us

Sadhana Hall
Primary Care Coordinator
Department of Health and Human Services
Rural Health and Primary Care Support
95 North State Street
Concord, NH 03301-4300
Tel (603) 271-4638
Fax (603) 271-1517
r_hall@conknet.com

Paula Hallberg, MBA, MPA
Program Director
State Systems Development Initiative
South Dakota Department of Health
615 East Fourth Street c/o 500 East Capitol

Pierre, SD 57501-3185
Tel (605) 773-6286
Fax (605) 773-5509
paulah@doh.statesd.us

Cheryl Hamill, RN, MS
Resource Center Director
The University of Mississippi Medical Center
2500 North State Street
Jackson, MS 39216-4505
Tel (601) 984-5542
Fax (601) 984-5565
clh@fiona.umsmed.edu

Donna Hammack
Director of Grants and Special Projects
Good Samaritan Hospital Foundation
4503 Second Avenue, Box 1810
Kearney, NE 68848-1810
Tel (308) 865-2703
Fax (308) 865-2933

Wendolyn Harris
Community Representative
Southside HIV/AIDS Resource Providers
514 East 50th Place
Chicago, IL 60615
Tel (773) 624-9122
Fax (773) 624-9144

Anne Harrison-Clark
Director of External Affairs
The DELTA Project
7200 Denton Road
Bethesda, MD 20814
Tel (301) 913-9540
Fax (301) 656-2134
ahc@ari.net

Francell K. Haskins, MHA
Operations Director
Oakland Healthy Start
9925 East 14th Street, Suite 11
Oakland, CA 94603
Tel (510) 639-1246
Fax (510) 639-0978
ohstart@aol.com

Barbara J. Hatcher, PhD, RN
Acting Chief, Office of MCH
DC Healthy Start
800 Ninth Street, S.W., Third Floor
Washington, DC 20024-2480
Tel (202) 645-5620
Fax (202) 645-0525
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Julia Hayman-Hamilton
Baltimore City Healthy Start Program
Baltimore City Health Department
210 Guilford Avenue, Second Floor
Baltimore, MD 21202
Tel (410) 396-9994
Fax (410) 347-7602

Ann Hayward, RN, BSN
Project Director
Texas Department of Health 
Public Health Region II/III
PO Box 181869
Arlington, TX 76096-1869
Tel (817) 264-4458
Fax (817) 264-4465
ahayward@ro3.tdh.state.tx.us

Joan L. Healey, RN, MS
Project Director
New York State Department of Health
Bureau of Child and Adolescent Health
Empire State Plaza
Corning Tower, Room 208
Albany, NY 12237-0618
Tel (518) 474-2084
Fax (518) 473-8673

Heather Hebdon
Project Coordinator
Washington Parents Are Vital in Education (PAVE)
10209 Bridgeport Way, S.W., Suite A5
Lakewood, WA 98499-2327
Tel (206) 588-1741
Fax (206) 984-7520
wapave9-2@idt.net

Margie Henderson, MA
Project Director
Medical Foundation
95 Berkeley Street
Boston, MA 02116
Tel (617) 451-0049
Fax (617) 451-0062
pcboston@ma.ultranet.com

Frank Heron, MBA
Director
Public Health Service, Region III
3535 Market Street,
Room 10140, Mail Stop 14
PO Box 13716 
Philadelphia, PA 19104
Tel (215) 596-6686
Fax (215) 596-4137
fheron@hrsa.dhhs.gov

Catherine A. Hess, MSW
Executive Director
Association of Maternal and Child Health Programs
1220 19th Street, N.W.
Suite 801
Washington, DC 20036
Tel (202) 775-0436
Fax (202) 775-0061
chess@amchp.org

Dawn Higley, RN, MS
SSDI Project Director
Utah Department of Health, Child, Adolescent and
School Health Program

Division of Community and Family Health Services
288 North 1460, West
Box 144460
Salt Lake City, UT 84114-4100
Tel (801) 538-6871
Fax (801) 538-9409
hlcfhscb.Dhigley@state.ut.us

Ian Hill, MSW
Associate Director
Health Systems Research, Inc.
2021 L Street, N.W., Suite 400
Washington, DC 20036
Tel (202) 828-5100
Fax (202) 728-9469

Eric Hinderliter, MA, PhD
Director of Housing and Community Development
City of Lancaster
PO Box 1599, 120 Duke Street
Lancaster, PA 17608-1599
Tel (717) 291-4760
Fax (717) 291-4713
hinderl@redrose.net

Beth Hines, MPH
Health Services Administrator
Washington State Department of Health
Division of Community and Family Health
PO Box 47880
Olympia, WA 98504-7880
Tel (360) 753-5423
Fax (360) 586-7868
bah1303@hub.doh.wa.gov

Gary Hinojosa, BA/MDIV
Co-chair
San Antonio Area HIV Health Services Council
791 Simon Avenue
New Braunfels, TX 78130
Tel (830) 625-7048
Fax (210) 270-6788
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William H. Hollinshead, MD, MPH
Medical Director, Division of Family Health
Rhode Island Department of Health
Division of Family Health
Three Capitol Hill, Room 302
Providence, RI 02908-5097
Tel (401) 277-2312
Fax (401) 277-1442
William_Hollinshead@Brown.Edu

Jerry Hood, MA
SSDI Program Manager
Maternal and Child Health Bureau
Parklawn Building Room 18-31
5600 Fishers Lane
Rockville, MD 20857
Tel (301) 443-0870
Fax (301) 443-9354
jhood@hrsa.dhhs.gov

Moniquin Huggins
Program Specialist
Administration on Children, Youth and Families
Child Care Bureau
200 Independence Avenue, S.W., Room 300E
Washington, DC 20201
Tel (202) 690-8490
Fax (202) 690-5600
mhuggins@acf.dhhs.gov

Vince L. Hutchins, MD, MPH
Distinguished Research Professor of MCH Policy
National Center for Education in Maternal and 
Child Health

Georgetown University
2000 15th Street, North, Suite 701
Arlington, VA 22201-2617
Tel (703) 524-7802
Fax (703) 524-9335
vhutchins@ncemch.org

Kathy Jacquart
Policy Associate
Health Systems Research, Inc.
2021 L Street, N.W., Suite 400
Washington, DC 20036
Tel (202) 828-5100
Fax (202) 728-9469
hsr@worldweb.net

Kathy James
Project Director
Idaho Department of Health and Welfare
PO Box 83720
Boise, ID 83720-0036
Tel (208) 334-5700
Fax (208) 334-6699

Jo Ann Jennings, RN
Coordinator, Children’s Village
Yakima Valley Memorial Hospital
2811 Tieton Drive
Yakima, WA 98902
Tel (509) 575-8160
Fax (509) 577-5088

Cretta A. Johnson, BS, PA
Director
Health and Social Services
Hillsborough County Health Care Plan
PO Box 1110
Tampa, FL 33601
Tel (813) 272-5040, ext. 106
Fax (813) 276-2865

Deborah Johnson, MA
REEP Director
Primary Mental Health Project, Inc.
685 South Avenue
Rochester, NY 14620
Tel (716) 262-2920
Fax (716) 262-4761
djpmhp@aol.com

Linda Johnston, MEd
Senior Advisor for Children’s Health Initiative
Health Resources and Services Administration
Office of Planning and Evaluation
5600 Fishers Lane
Parklawn Building, Room 14-36
Rockville, MD 20857
Tel (301) 443-2778
Fax (301) 480-2694

Darlinda K. Jones
Assistant Director, Conferences
National Center for Education in Maternal and 
Child Health

Georgetown University
2000 15th Street, North, Suite 701
Arlington, VA 22201-2617
Tel (703) 524-7802
Fax (703) 524-9335
djones@ncemch.org

Joyce Jones Guinyard
DC Community Liaison
Community Health Councils, Inc.
3741 Stocker Street, Suite 208
Los Angeles, CA 90008
Tel (213) 295-9372
Fax (213) 295-9467
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Harvey Jones Jr.
Board of Directors, Chairperson
Southern Illinois Healthcare Foundation
Touchette Regional Hospital
8080 State Street
East St. Louis, IL 62203
Tel (618) 397-3303
Fax (618) 397-7802

Cassandra Joubert Jackson, ScD
Program Director
Michigan Public Health Institute
3011 West Grand Boulevard, Suite 1410
Detroit, MI 48202
Tel (313) 871-9275
Fax (313) 871-9298
joubertcj@aol.com

Michael Kaiser, MD
Chief, Comprehensive Family Services Branch, 
HIV/AIDS Bureau

Health Resources and Services Administration
Parklawn Building, Room 18A-19
5600 Fishers Lane
Rockville, MD 20857
Tel (301) 443-9051
Fax (301) 443-1728

Hilary Kao
Project Director
National Center for Education in Maternal and 
Child Health

Georgetown University
2000 15th Street, North, Suite 701
Arlington, VA 22201
Tel (703) 524-7802
Fax (703) 524-9335
hkao@ncemch.org

Neal Kaufman, MD, MPH
Director, Primary Care Pediatrics
Cedar-Sinai Medical Center
American Academy of Pediatrics
1401 North Bundy Drive
Los Angeles, CA 90049
Tel (310) 855-6386
Fax (310) 967-0145
nkaufman@mailgate.csmc.edu

Laura Kavanagh, MPP
Director, Office of Policy Analysis 
National Center for Education in Maternal and 
Child Health

Georgetown University
2000 15th Street, North, Suite 701
Arlington, VA 22201-2617

Tel (703) 524-7802
Fax (703) 524-9335
kavanagh@ncemch.org

Phyllis E. Kaye, MPA
Health Policy and Planning Consultant
1000 16th Street, N.W., Suite 604
Washington, DC 20036
Tel (202) 887-0818
Fax (202) 887-0812
pkaye@ix.netcom.com

Catherine Kelly, CRNP, MPH
Director, Community Health Programs
Mercy Medical Center
301 St. Paul Place
Baltimore, MD 21202
Tel (410) 332-9766
Fax (410) 244-7017

Woodie Kessel, MD, MPH
Director, Division of Science, Education and Analysis 
Maternal and Child Health Bureau
Parklawn Building, Room 18A-55
5600 Fishers Lane
Rockville, MD 20857
Tel (301) 443-2340
Fax (301) 443-4842
wkessel@hrsa.dhhs.gov

Lela Keys
Delta Community Partners in Care
Northwest Mississippi Regional Medical Center
PO Box 1218
Clarksdale, MS 38614
Tel (601) 624-3482
Fax (601) 624-2487

Farzaneh Kia, PhD
Site Coordinator
Minneapolis Public Schools
2410 Girard Avenue, North
Minneapolis, MN 55411
Tel (612) 627-2961
Fax (612) 627-2964
slindber@msn.com

Karla Kimarsa
MCH Managed Care Specialist/SSDI Coordinator
Michigan Department of Community Health
3423 North Martin Luther King, Jr. Boulevard
PO Box 30195
Lansing, MI 48909
Tel (517) 335-9005
Fax (517) 335-9222
marshkar@state.mi.us
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Carolyn King
Executive Director
New Hope Services - Kids’ Place
1642 West McClain
Scottsburg, IN 47170
Tel (812) 280-0010
Fax (812) 280-7384
callaby@aol.com

Catherine Kinney, PhD
Principal
Kinney Associates
3255 Bluett Drive
Ann Arbor, MI 48105
Tel (313) 913-0702
Fax (313) 769-0937
cbk@umich.edu

Benjamin J. Klein, MPA
Social Services Administrator
Delaware Health and Social Services
Division of Public Health 
Jesse Cooper Building, PO Box 637
Dover, DE 19903
Tel (302) 739-4787
Fax (302) 739-6653
bklein@state.de.us

Susan Klein, DNSc, RN
Geriatric Programs Coordinator
HRSA/BHPr/DADPHP/IGAHB
5600 Fishers Lane, Room 8-103
Rockville, MD 20857
Tel (301) 443-6887
Fax (301) 443-1164
sklein@hrsa.dhhs.gov

Erna J. Koch, JD
Health Policy Attorney, Harrison Institute for Public Law
Georgetown University Law Center
111 F Street, N.W., Suite 102
Washington, DC 20001
Tel (202) 662-9605
Tel (202) 662-9600
Fax (202) 662-9613
koche1@law.georgetown.edu

William Koenig
HRSA Field Coordinator
MCH Region IV Office
101 Marietta Tower, N.E., Suite 1202
Atlanta, GA 30323-2711
Tel (404) 331-5394
Fax (404) 730-2983

Joann Kovacich, PhD
University of Maine
ITHCRA Project
162 College Avenue
Orono, ME 04473
Tel (207) 581-2604
Fax (207) 581-4797
ray360@maine.maine.edu

Kimberly Kratz, MSW, MPH
Executive Director
Midwest Migrant Health Information Office, Inc.
502 West Elm Avenue
Monroe, MI 48161
Tel (313) 243-0711
Fax (313) 243-0435

John P. Kretzmann, PhD
Co-Director
The Asset-Based Community Development Institute
Northwestern University
2040 Sheridan Road
Evanston, IL 60208
Tel (847) 491-3518
Fax (847) 491-9916

Christopher A. Kus, MD, MPH
Director, Bureau of Child and Adolescent Health
State of New York Department of Health
Empire State Plaza
Corning Tower, Room 208
Albany, NY 12237-0618
Tel (518) 474-2084
Fax (518) 473-8673
cak03@health.state.ny.us

Samuel Larcombe
Staff
Juvenile Justice Advisory Committee
PO Drawer 5160
Santa Fe, NM 87502
Tel (505) 827-7489
Fax (505) 827-8408

Toni Larson de Aguilar, BA
Health Promoter
Marion County Health Department
3180 Center Street, N.E.
Salem, OR 97301
Tel (503) 373-3781
Fax (503) 364-6552

Doris Lassiter
Project Coordinator, FirstSte
Healthy Start Initiative Project
540 South 27th Street
Omaha, NE 68105
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Tel (402) 444-7586
Fax (402) 444-7543

Antoinette Laudencia
Staff
The DELTA Project
7200 Denton Road
Bethesda, MD 20814
Tel (301) 913-9540
Fax (301) 656-2134

DeAnn Lechtenberger, PhD
Senior Education Advisor, NRN
Washington Business Group on Health
777 North Capitol Street, N.E., Suite 800
Washington, DC 20002
Tel (202) 408-9320
Fax (202) 408-9332

Margaret Teng Lee, MD
Regional Program Consultant for MCH, Region II
HHS/PHS/Division of Health Resources
26 Federal Plaza
Federal Building, Room 3337
New York, NY 10278
Tel (212) 264-2571
Fax (212) 264-9908 or 2673
mlee@hrsa.dhhs.gov

Janet Leigh, MSN, RN
Project Director
Massachusetts Department of Public Health
250 Washington Street, Fifth Floor
Boston, MA 02108-4619
Tel (617) 624-6015
Fax (617) 624-6062
janet.leigh@state.ma.us

Beth Leopold, MPP
Project Director
Northern New Mexico Health Care Alliance
607 Mills, Suite 264
Las Vegas, NM 87701
Tel (505) 425-0648
Fax (505) 425-8784
NNMHCA@nmhu.campus.mci. net

Cheri Levenson, MPA
Project Director, Health Systems Development in 
Child Care

Arizona Department of Health Services/Office of 
Women’s and Children’s Health

411 North 24th Street
Phoenix, AZ 85008
Tel (602) 220-6550
Fax (602) 220-6551
clevens@hs.state.az.us

Neen Lillquist, MNA
Project Director
Beltrami County Public Health Nursing Service
315 Fifth Street, N.W.
Bemidji, MN 56601
Tel (218) 751-7385 or 9189
Fax (218) 751-4960
beltco@mail.paulbunyan.net

Sherrie Lindborg, PhD
School Psychologist
Minneapolis Public Schools
804 N.E. Broadway
Minneapolis, MN 55413
Tel (612) 627-7100

Deborah Linzer, M.S.
Public Health Analyst
Health Resources and Services Administration
Division of HIV Services
5600 Fishers Lane, Room 7A-39
Rockville, MD 20857
Tel (301) 443-4601
Fax (301) 443-5271
dlinzer@hrsa.dhhs.gov

Douglas Lloyd, MD, MPH
Director
Health Resources and Services Administration
Center for Public Health Practice
5600 Fishers Lane, Room 14-15
Rockville, MD 20857
Tel (301) 443-4034
Fax (301) 443-2605

David L. Lohmeyer, MD
Physician Services
St. Louis Children’s Hospital
One Children’s Place
St. Louis, MO 63110-1077
Tel (314) 454-2218
Fax (314) 454-2869
lohmeyer_d@slch.wustl.edu

Aimee Loiter, EdM
Project Director, Links for Families
Boston Medical Center
91 East Concord Street, MAT 5
Boston, MA 02118
Tel (617) 534-3667
Fax (617) 534-7915
aloiter@bu.edu
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Joan Lombardi, PhD
Associate Commissioner
Administration on Children, Youth, and Families
200 Independence Avenue, S.W.
Room 320-F
Washington, DC 20201
Tel (202) 401-6947
Fax (202) 401-5770
jlombardi@acf.dhhs.gov

Reginald Louie, DDS, MPH
Regional Program Consultant
DHHS/PHS Region IX
Federal Office Building, Room 317
50 United Nations Plaza
San Francisco, CA 94102
Tel (415) 437-8101
Fax (415) 437-8105
rlouie@hrsa.dhhs.gov

Nick Macchione, MS, MPH
Director, Office of AIDS Coordination
County of San Diego Health and Human Services Agency
1700 Pacific Highway
PO Box 85524
San Diego, CA 92101-2417
Tel (619) 515-6699
Fax (619) 515-6731

David B. Maglott, MHA
Evaluation Officer, OPD
Maternal and Child Health Bureau
Parklawn Building, 11A-22
5600 Fishers Lane
Rockville, MD 20857
Tel (301) 443-2778
Fax (301) 480-2694
dmaglott@hrsa.dhhs.gov

Randi Malach
Project Director
Southwest Communication Resources
PO Box 788
Bernalillo, NM 87004
Tel (505) 867-3396, ext. 105
Fax (505) 867-3398

Zelma W. Malone, MSW, BCSW
Social Work Consultant
Children’s Special Health Services/MCH/OPH
325 Loyola Avenue, Suite 607
New Orleans, LA 70112
Tel (504) 568-5055
Fax (504) 568-7529
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Fax (718) 797-1254

Renetta Mosley
Southern Illinois Healthcare Foundation
Touchette Regional Hospital
8080 State Street
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8 4 M A N Y S T R E A M S

Julia Sarkissian, MS
Program Coordinator
Parent-Child Health, Seattle-King County Health
Department

First Interstate Center
999 Third Avenue, Suite 900
Seattle, WA 98104
Tel (206) 296-4876
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Beth Scalco, MSW, BCSW
Administrative Director
Louisiana Department of Health and Hospitals
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Mary Skelton Roberts
Senior Associate
Program for Community Problem Solving
915 15th Street, N.W., Suite 601
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Marian Sokol
Project Director
Any Baby Can, Inc.
4203 Woodcock Drive, Suite 208
San Antonio, TX 78228
Tel (210) 737-9119
Fax (210) 737-8227
abctx@connecti.com
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